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11e who though vast immensity can pieree,
See worlds on worlds compose one universe,
I
Observe how system Into system runs,
What other planets circle other suns. . ..
And, if each system in gradation roll
. . . \ 2
Alike essential to the amazing Wwhole,
The least confusion but in one, not all
That system only, but the whole must fali. . . .
All are but parts of one stupendous whole. . . .

-—-Alexander Pope, Essay on Man

This project was made possible by funds granted by the W. K. Kellogg Foundation.
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Preface’

With the publieation of this, the fourth volume in the Pathoeey: to
Practive servies, the Nursing Curriculun rojeet eonchudes the examins-
tion of its theoretical framework and presents the heart of its more
than Jiree vears of diligent work by mrsing leaders of the Southern

cregion  the exposition of a roie structure for awrsing and the aecom-

panying taxonomy of nursing competencies. Tagether they form a vital
tool for eurriculum pliviners in nursing education,

The thirty-six seminar membery performest the yeoman task of
working out the role strueture and the taxonemy. but they did not have
the tirme to diseuss in depth all the baste issues and their history. The
project stall filled that particular gap by researehing the evoiution of
some of these ideas in the nursing literature, to provide an historieal as
well us 0 theoretical” foundation for the seminar’'s work. The staff’s
material has heen incorporated into the seminar’s to form this narrative.

The groups from the seminar who worked so hard on these tasks are
listed in the rosters at the end of the book. There is no adequate way
to express our gratitude for their contribution. The projeet staff is par-
tieularly indebted to two seminar members  Dro Sylvia K. Hart and
Dr. Gwendoline B, MaeDonald  for their eontributions to our think-
ing and for their leadership at several erucial points.

“inally, of eourse, the projeet  and indeed the entire profession of
nursing in the Southern region  is mueh indebted to the W, K. Kellogg
Foundation for its financial support of this project.

PatrICcIA T. HAASE
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lhtroduction

The work of the Nursing Curriculum Project. began in 1972 after
the Southern Regional Education Board (SRIB) Council on Collegiate
Education for Nursing endorsed the Lysaught report (1970), and voted
to seek funding for a curriculum study. The National Commissio: for
the Study of Nursing and Nursing Education had recommended that
“no less than three regional or inter-institutional committees be funded
for the study and development of the nursing curriculum . . . in order
to develop objectives, universals, alternatives, and sequences for nursing
instruction” (p. 164). Moreover, these groups were to specify ‘‘ap-
propriate levels of general and spe-~ialized learning for the different
types of educational institutions, and . . . be particularly concernerl
with the articulation of programs between the two collegiate levels”
(National Commission, 1970, p. 291).

SREB’s Nursing Curriculum Project was funded by the W. K.
Kellogg Foundation specifically to

——develop a set of assumptions about societal systems that impinge
on the environments of nursing;

—determine broadly the future direction of health care delivery pat-
terns;

—-determine the types and levels of nurses essential to the delivery
system projected in the assumptions;

—-determine the characteristics of practice and thereby the com-
petencies needed by each level and type of nurse provider en-
visioned;

—and then broadly define the body of nursing knowledge requisite
for the development of the specified competencics in the graduate
of differing programs. :

PERSONS AND GROUPS

The Project’s work was accomplished by several individuals and
groups working in concert, so that there was a constant interplav of
complementary ideologies and abilities.

The staff of the project might well be considered as the first group,
the one that began the momentum and the one that was the constant
in an evolving process. The staff made the initial decisions about
methodology, about the way it would proceed to develop and define
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its materials and reach its goals set forth in the project proposal. Each
decision, however small, ten:led to constrain the overall thrust and the
project’s direction became more clear and determined with each pass-
ing day. The director came to the project in October, 1972, with a
doctoral specialization in curricklum, @ master’s degree in nursing,
and an experiential backyround that consisted of not only clinical work
but teaching in all types of nursing education programs. Most recently
she had been director of an associate degree program. Four menths
later the stafl was increased by the addition of a project assistant
whose major responsibilities consisted of writing and ‘or editing the
many documents and reports required in the process of assessing issues, | .
analvzing findings. and articulating conclusions. Her qualifications for
this important work included a graduate degree in English and twelve
vears' experience as writer and editor in a variety of fields. In June,
1973. the staft acquired as associate director a long-time SREB staff
memboer whose more than twenty vears’ experience in regional educa-
tion hatl involved her in work with nursing edueaticn in several previous
projects.

The general methodelogy mapped out by the stafl in those early
months appears in Figures 1 and 2, and the interested reader is referred
to them for a detailed picturc of the group activities, both plannéd and
executed. ,

The second group to become involved with the process was an ad
hoe advisory committee comnposed of i Dr. Lucy H. Conant, Dean,
School of Nursing, University of North Carolina at Chapel Hill; Dr.
Gwendoline R. MaeDonald, Dean, College of Nursing, University of
South Florida; Dr. Marion 1. Murphy, Dean, Cellege of Nursing, Uni-
versity of Maryland; Ms. Ruth Neill Murray, Dean, College of Nursing,
University of Tennessee—NMemphis; and Dr. Dorothy M. Talbot,
Chairman, Community Health Nursing, Tulane University. In Decem-
her, 1972, this group generated additional impetus by approving the
general methodology suggested by the staff and recommending persons
to constitute a 36-member “working seminar’’ that met six fimes over
a period of two and one-half years.

The thirty-six people, the third group to become a part of the total
effort, were carefully selected to insure representation from the many
occupational fields that form the entivety of nursing practice. The
central notion used in sclecting the seminar members was to create a
continuing dialogue among teachers and practitioners, wmong teachers
and other persons who had something vital to say about the structure
of nursing education as it exists now and as it might take shape in the
future. Nursing education was allotted fiftecn seminar seats; three rep-

2
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resentatives each were chosen from trivlitional programs: associate
degree, diploma, baccalaurcate, graduate, and continuinyg edueation.
Nursing practice was also accorded tifteen seminar seats with three
representatives each chosen from nursing  service administration,
nursing practitioner services. climeal specialists in institutioral and
private practice. community healch services, and college and hospital
vocational and in-service training programs. Other seminar members
worked professionally in hospital and university administration, sys-
tems engineering, and the practice of medicine.

Despite the fact that all members were employed full-time in respon-
sible positions, the seminar group was the core of the project. and the
interplay of varying ideologies emanating from the seminar meetings
became a large part of the substantive.work of the project.

This group of people-—the working seminar---has earned the respect
and admiration of all concerned with the project, for they struggled
with the usual problems of developing group cohesiveness in addition
to determining the theoretical notions on which the project’s assump-
tions and recommendations are baséd. Seminar members had boen
socialized into different systems with different and sometimes incon-
gruent values, and it was not easy for any of them to divoree their
thinking from current loyalties and vested interests and to look at the
bigger picture of nursing and nursing education as it is perceived from
the viewpoint of an even larger system: state, region, nation.

The seminar labored and hammered out assumptions about issues
and values in the society that have a bearing on health care, new roles
-for women, changing concepts and practices in higher education, evolv-
ing health pare delivery patterns, and finally the nature of nursing
practice itself. These assumptions, known as the theoretical framework,
were then c’onverted into recommendations and plans for further action
to improve nursing curricula in the South’s schools of nursing so that
they will match the future health care delivery patterns evolving for
the nation.

In addition to the seminar group, the staff has also been assisted by
another small group, a subset of the seminar. In the summer of 1973 a
plannithg committee composed of six seminar members was formed to
assist Jthe staff in coneeptualizing and formalizing future seminar ses-
sior§ and planning interim activities and assignments for project mem-
be his group marle many of the difficult decisions that shaped the
final aims into ones that were concrete and Joniti-a. The members—
Rachel Booth, Shirley Burd, Harriet DeChow. 1k Gregg, Sylvia Hart,
Gwen MacDonald--gave unstintingly 7 * '+ tin - and their talent
and they deserve no little credit for 'h projeet’s ccomplishments.

10
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The fourth group wis an advisory conmmitiee that wis invited to
consult with the stall concerning the project™s findings and  recom-
rendations anel sugaest changes or better stratewies for accomplishing
the project’s goals: determining carrievlar aniversals and alternatives.
The merabers of the advisory group I ouuht to the stafl their varving
interests ar’ values, which served o enrich and expand the entire
process of change that is so intimately invefved with and intended for
the project’s finul purpose. The group consisted of: A, 1. Albright,
Exeeutive Director, Couneil on Public Higher Eduecation, Kentucky;
Sr. Elizabeth C. Hurkins, Dean, Sehoal of Nursing, University of South-
ern Mississippi; Dr. Calvin B. 1. Lee, Chancellor, University of Mary-
land, Baltimore Campus; lar - B. O'Rear, Vice Chancellor for Health
Affairs. Georgia Board of Regents; Thelma Shaw, Viee Chairman, West
Virginia Planning Commission fo Nursing; and William H. Stewart.
Commisstoner, Health, Social and Relabilitation Services Administra-
tion, Louisiana.

In addition to tne formal groups, the staff has sought the advice and
eritieism of knowledgeable consuitants in all phases of the project’s
work. The opirions of experts have been elicited from both nursing
education and nursing practice and the statf is particularly indebted to
tose Marie Chioni, Gerald Gritfin, Jerome Lysaught. Marion Murphy
and Irene Ramey. who read the publications in their most primitive
form and made many valuable and erudite suggestions for improve-
ments. The opinions of experts in several related arcas—-health plan-
ning, meilicine, psychology, philosophy  have also: contributed im-
mensely to the substantive phases of the project’s work.

PROCESS.

The aims of the project were so broad and sweeping that the process
of their attainment neaded an inclusive, a comprehensive scheme. The
staff began very quickly to assess the task of the project and divide it
into portions of worl: for large groups. for small groups, and for indi-
viduals possessing a particularly nceded talent and ability.

However, a comprehensive plan was essential to give structure to
the amorphous quality of the work during that early period. The staff
was ever mindful that the project was a curricular one and as such
should be addressec. to the broad concerns currently at issue in cur-
riculum developmeut. The project also needed to strive for congruence
with contemporary practice in curricular e¢ireles, for this kind of all-
encompassing concern formed one of the interseeting systems at issue
in the planning process. After reviewing the literature and discussing

6
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edducation hut it is predicated upon the other systems in the model;
one must_bear in ‘mind that each system is constantly changing and
reciprocally int >racting with the others.

The statl’s use of theoretical framework may seem incorrect to some
readers and so it may he well to point out that the use of the term
‘does not address itself to particular theories, concepts, or integrating
threads that are of prime importance to a faculty developing a single
curricular pattern. Nor does our plan address itself to teaching strate-
gies, or learning processes, or socialization patterns in the nursing cur-
ricula. Tnstead we have carefully examined the broad issues that de-
termine the thrust and direction of overall educational planning, issues
that are appropriate 'YQ regional efforts at curricular design, issues such

14 - : s
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as the “uture of higher oducation in this country, the future of the
health care system, and most importantly. the social context that sur-
rounds these systems and institutions in our national life.

We felt that an examination of these broad concerns would lead us
to conclusions concerning the contribution of nursing te the improve-

“ment ot health care and, consequently. the enhancement of our col-

leetive existence. Specifically, we hoped to come to some conclusions
and predictions about the future of nursing practice upon which to
base the project’s recommendations.

In planning the first meeting of the seminar. the statl selected speakers
who were prepared to address several levels in the model. The intention
was to stimulate seminar members’ consideration of these broader issues
in relation to nursing education. The exchange that erupted during
these opening sessions demonstrated incontestably that the social issues
that impinge upon health and health service education are volatile
ones. To keep momentum going and to provide a means by which
seminar members could directly and actively contribute to the develop-
ing material of the project. the staff asked members to write position
papers on the future of nursing and nursing education. Volume 2 of
Pathways to Practice, entitled To Serve the Future Hour, is a report of
that first meeting; it contains many of the speeches delivered at the
sessions and excerpts from members’ position papers.

Staff members then returned to their drawing boards to work out in
areater detail an analysis of the four basic elements in the theoretical
framework, which was now beginning to emerge in ever clearer detail. -
The working papers on’the first three clements--feminism, higher educa-
tion. and the health care system—are published in the third volume
of Pathways to Practice, A Workbook on the Enrironments of Nursing, a
volume that is the result. literally. of the contributions of well over a
hundred persons. Actual writing was the responsibility of the staff,
but as each draft -and there were many-—was completed, it was sub-
mitted to the scrutiny and eriticism of many consultants, including
not only momher's\ of the groups named above as formally connected
with the project, but many others as well, SREB staff members and
“outside” consultants in many fields.

With this volume we eomplete the formal presentation of the project’s
theoretical framework by our analysis of the fourth major element—
nursing itself, including the taxonomy of nursing skills. We present
qursing here under the rubric of systems theory, conceiving of nursing
as a eritical subsystem of the larger health care and educational sys-
tems. Like the other components of the theoretical frame. this has been
serutinized by many experts and consultants. It is the product of many

10
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hands and of many hours of not only lonely thought but also lively
debate. The projeet’s stall, as alv ays, takes full responsibility for the
content, including any errors, but offers its publication fully cognizant
of its indebtedness to the large number of people who have bheen
generous with their tin. and their thoughts.
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CHAPTER 1

-Nursing at the Crossroads: The Dilemmas

TWE NEED FOR SELF-RENEWAL

Nursing- -as a profession and as a therapeutic process--is changing
radically: Tt is coming of age. A change in social values is causing some
alterations-—the impact of the woman’s movement, the increased con-
cern for a holistic approach to persons and prob! -, the mc ement
toward the prevention of disease and the promor..n «f health /n the
delivery system-—-and nurses have the opportunity i~ 1-nufy ifoem-
selves with these forces and expand and advance their - sofession. The
tie is now. Some of the decisions to move forward wilt pe forced by
social eircumstance but others must be deliberately chosen by nurses.
Esther Lucille Brown, in her kevnote address to the American Nurses’s
Association in San Francisco in 1974, reflected that nursing has “‘never
had it so good” from the viewpoint of current developments thai foster
and contribute to the advance of nursing. In fact, she said, “Few 1infes-
sions . . . could have accomplished so much with the smallness <{ the
educational leadership of 25 years ago, the acute lack of finandi.i ve-
sources, and the expressed spposition to the closing of hospital scitools
by many hospital administrators, physicians, and nurses themselves.”
_But something more is needed to promote the long-term goals of nurs-
ing’s leadership and that “something” is unity on the part of all nurses
to move ahead—a willingness to be open to new roles and new experi-
ences and the will and resolve to let go of the past: to begin again.

Nursing’s literature contains well-meant counsel from educators,
lawyers, physicians, and sociologists who on occasion are given to the
kindest of exhortations on how to improve nursing’s stance among
the health professions. None is better than John Millis (1970), who ex-
horts nurses to expand their practice into primary care. Using John
Gardner’s apt phrase, self-renewal, Millis says that it “best describes
the type of renaissance, or rebirth, so obviously needed by persons re-
sponsible for giving or delivering health care. Self-renewal,” he says,
“cannot come from new laws cither state or national, or from a new
system or systems imposed from without. It is not a phenomenon of
society. Self-renewal begins within the mind and heart of each one of
us and is, therefore, deeply and uniquely personal—an expression of
new aspiration, a stretching of the personality, intelligence, skills, arts,
knowledge, and energy of individuals. It implies the acceptance of new

13
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confidence and new faith in oneself and in one’s capabilities to achieve
sought-for goals higher than any which have ever been set”™ (p. 63).

THE PARADOXES NURSES ARE SAID TO FACE

Unfortunately, nurses are more familiar with “apt phrases’” that
include the word parador. Fred Davis, for example, has often been
quoted about nursing’s Haradoxes. In the preface to his volume The
Nursing Profession: Five Sociological Essays, he says, *'Not long ago,
my colleagues and 1 feli unwittingly into a somctimes tedious, some-
times oddly intriguing game of no known name. . . . Perhaps, it can
be deserihed as “find a one word name for a thing.” The ‘thing’ under
serutiny was a mass of diverse, seerningly irreconcilable and, we feared,
hopelessly unmanageable findings and impressions from our four-year
study of the professional socialization of student nurses. . . . The name
we settled on finally . . . was ‘paradox.’

“In retrospect I believe this name was not only more appropriate to
our research findings than it seemed at the time, but is equally fitting
for contemporary nursing as a whole, for in bringing together the papers
that make up this book, I am struck anew by the proliferation of para-
doxes that characterize nursing” (p. vii).

Just exactly what paradoxes Fred Davis and his colleagues had -in
mind is uncertain, but his statement has. been one that has teased the
minds and appealed to the emotions of his nurse readers for the last
ten years.

Nor are nurses finished with paradoxes. In the February 4, 1974,
issue of the Chronicle of Higher Education, the following comment ap-
peared: “Nursing numbers more members than any other health pro-
fession—over 2 million at work if you include students, practical
nurses, aides, orderlies, and attendants. Yet nurses have had little to
say about health care delivery in the Unpited States, and nurses have
often ended up dissatisfied at their inability to use their skills on the
job.” Quips Eileen Jacobi, executive director of ANA: “The backbone
of health care has functioned in the background. . . . Nursing, that most
helpful and feminine of professions, should be coming into its own,
in a time of health needs and female assertiveness. Instead, it seems a
lady bewildered, if not distressed by a multitude of paradoxes” (Spring-
arn, 1974).

And it is true that nursing’s performance through the years has con-
flicted with the expectations of outside observers. But is there a rationale
that explains nursing’s directions or are some changes in order for both
the practice of nursing and for the education of its neophytes?
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This second and last part of the presentation of the project’s theo-
retical framework concerns the deliberations and assumptions made by
the seminar about nursing and nur.ing practice. The deliberations be-
gan with Ired Davis's notion of “*paradoxes that characterize nursing”’
and ended with a projection of an assertive and knowing lady whose
directions are clear and precise. The staff and the seminar airived at
that projection by asking: In the ten years since the Davis statement
was made, what concerns-—within and without—have hampered nurs-
ing’s fullest development? Or how can nurse educators, through the
mechum of structuring a curriculum, best express John Millis’s notion
of ““new aspirations, inteiligence, skills, arts, and knowledges” to achieve
“sought-for goals higher than any which have ever heen set?”

In examining soine of the ideas expressed within the last fifteen years,
we searched for concerns within the profession of nursing itself that
‘have prevented our fullest development. The discussion that follows
presents those central ideas.

THE STATUS AND IOENTITY OF THE NURSE

Nurses within health care—and consequently within other social
systems—have traditionally heen accorded low status. Some, nurses
feel they have less status in the hospital milieu than dietitians, social,
workers, phyvsiecal therapists, or medical technologists. And the intpact
of this concerr upon nursing’s intelligentsia is at interface with self-
renewal today. Robert Merton writing in i962-—some fourteen years
ago—recognized this disquiet when he said, ‘‘The social ascent of the
occupation of nursing may seem painfully slow to the practitioner of
nursing, but from the perspective of the social historian, it has been
remarkably rapid.” Moreover, ‘‘nurses take other professions as their
reference group, ar their basis for judging the status accorded them '
and they fer! riat ery deprived. Accordingly, they reach out to en-
large the'- < = ... etence furiher, to expand their accomplishments,
and their v }ioonve ctrength and, as a by-produet to raise their status
a little more” = 72). And it is true that nursing’s accomplishments
have not always matched its aspirations.

Part of that failure has been nursing’s inability to convey to social
institutions and then to the public its aspirations—or perspectives for
the future—and most of 21l its past record of achievement. Many of the
aspersions that are cast its way come from the general misunderstand-
ing of the word nurse. The public usually uses it to mean females dressed
in white and found in hospitals. But the occupation of nursing uses it
quite differently, if not more cogently. Many nurses caught in the
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“differentiation of workers” dilemma have for the most part reneged:
“A nurse is a nurse is a nurse.” Other health care workers continue to
act out, if not speak out, their traditional “handmaiden’’ philosophies.
But all those transgressions must be forgiven because nurses are also
uncertain of the meaning of the word nurse: i)oes it mean the nursing
assistant, the registered nurse. or the registered nurse with a baccalau-
reate or graduate degree? If the word nurse is “‘archaic and sex-linked”
as Sadler, Sadler, and Bliss suggest—and as Ellen Fahy is inclined to
agree (p. 99)—what is the word that will convey whatever nurses mean -
by that designation? Because who the nurse is—or how she is educated
—determines in part the status she is accorded and, consequently, the
power she may be accorded to have positive impact on health care as
it exists today.

THE SCOPE OF NURSING PRACTICE

In their desire to further their interests, nurses have often retreated
more than they have advanced. In 1965, the delegates to the ANA
convention adopted as policy a position paper that called for profes-
sional preparation in nursing to be given at the baccalaureate level. And
now nursing’s leaders are saying that the initial preparation for pro-
fessional practice should be given at {he master’s level. But movement
toward that goal has been slow. In a desire to show respect one for the
other, to be pleasing and deferent to the wishes of others, nurses have
vacillated and hesitated to move with decisiveness. Nurses can’t quite
agree. Some feel that the New York Nurses’ Association is moving too
fast to legislate their definition of the professional practitioner, and some
feel they are moving too slow. Some believe that hospital nursing is tech-
nical nursing and will be solely that until the properly educated nurse can
become the role alter of the physician: one who diagnoses, prescribes,
and carries out a plan of nursing care that complements the plan of
medical treatment made by the physician. And others see roles for
nurses and physicians in hospitals and clinics blurring and coalescing
into a different kind of practice, one that is neither medicine
nor nursing but a combination of both. But nursing lacks nursing
consensus on the scope of practice; its right hand is not working
with its left.

SPECIALIZATION: AN ARRAY OF ISSUES

In 1965 Christman projected a future stafling plan for nursing services
in hospitals “organized in a pattern much like the one used hy medicine” -
(p. 449) and staffed presumably by clinical specialists prepared in grad-
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uate programs in nursing. But since that time another kind of nurse
specialist—the technician-—has emerged and is actively sought by
hospitals for employment. This nurse—-the technical speciaiist—has
been prepared by concerned medicai staffs to fill the obvious gap in
tertiary nursing care. But many graduate educators ir nursing continue
to pursue—-and cause their students to pursue-—thenary and concept
construction, a reaction that is beginning to show diminishing results.

Dorothy Mereness believes that today “‘there is considerable evi-
dence that nurse educators are not in total agreem: 2 about the educew-
tional or experiential basis upon which graduate cwricula should be
developed” {p. 638). And unlike graduate programs in other professions,
there is little agreement in nursing as to the nccessary length of the
curriculum, the admission requirements. or the essential content. Yet
from graduates of such programs come the beginning instructors in
generic bacealaureate programs and the clinical specialists to staff the
tertiary care facilities referred to by Christman.

Moreover, some applicants to the graduate program at the University
of Pennsylvania are telling Dr. Mereness that their baccalaureate edu-
cation has prepared them primarily to communicate eflectively with
others and to understand the theoretical basis of the nursing process.
The technical skills, they say, will be developed after they graduate or,
as one applicant suggested, “‘baccalaureate graduates never need ac-
tually give patient care’’ (p. 638). ’

It is alsp doubtful that many graduate programs improve upon the
student’s£linical base. Dr. Mereness continues, **Graduate students are
usually fequired to take two or three clinical courses during the pro-
gram # Usually these [clinical] experiences involve the student as a
parycipant-observer with patients or clients a few hours each week. The
_stdent focuses attention on patients who are seen in an out-patient
setting and who are of speeial clinical interest to her. The seminar that
usually accompanies this experience is generally conducted by the
studlents, each of whom presents at least one topic during the semester

. again, a topic chosen by the student’ (p. 638; italics are ours).

And in addition to these courses, graduate programs ‘“‘usually include
a course in research methods, one about the profession, and one involv-
ing nursing theories during w\hic.h the works of currently recognized
nurse theoreticians are read and discussed’ (p. 639).

Certainly such a curriculum as this does not project the clinically
competent graduate desired by hospitals offering tertiary care services.
Some graduate programs are producing this elinical specialist who is an
expert, but not all are doing so. Part of the explanation lies in the
newness of the doctoral program in nursing. Because this course of

.~
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study is so underdeveloped in terms of numbers of programs and num-
bers of students enrolled, the tendency is to expect the graduates of
master’s programs to perforin at the doctoral level. And for this reason,
master’s programs in nursing are often longer than comparable pro-
grams in other disciplines simply because the graduate faculty mast
attempt to prepare their ncophytes for roles and responsibilities re-
served for doctoral work elsewhere. The master’s degree is even thought
by some university administrators to represent the terminal degree in
nursing. But no other discipline attempts to prepare a theoretician or
an independent researcher in a master’s curriculam. And no other dis-
cipline attempts to prepare master’s candidates for college teaching and
administration. Generalists’ skills are hardly compatible with specialists’
objectives.

The contradiction, the lack of expert clinicians in tertiary care when
master’s nursing programs are intent upon graduating them, can be
explained by a lag that exists between supply and demand. It must
be considered that nursing’s needs for practitioners holding master’s
and doctor’s degrees are at the moment much greater than nursing’s
capacities to meet them. Consequently, for several years nursing’s uni-
versity and health care colleagues may not appreciate how well nursing’s
overall efforts are reaching fruition. Unfortunately but truly, many
graduates of master’s programs are still needed to fulfill the traditicnal
roles of teacher and nursing service administrator.

Moreover, the role of the nurse clinician—one that is not yet twenty
vears old—may be a form of tokenism for several hospitals seeking a
new name for the supervisor functions, but it was originally conceived
as a way of advancing nursing’s practice and status. The idea of the
nurse clinician first appeared in print after the meeting of the National
Working Conference of Graduate Education in Psychiatric Nursing
held in 1956. (The National League for Nursing published the general
Consensus of that conference in 1958.)

How different would be the situation if there were, in the
psychiatric hospital, clinical specialists in psychiatric nursing
—nurses who would have continuing opportunity to study
mentally ill patients, to gain understanding of the newer con-
cepts and methods of psychiatric rehabilitation, to develop
nursing techniques that would be in line with these concepts!
If they were on hand to take leadership in nursing care, to
show what professional nursing can do for patients, other
nursing personnel would respond with eagerness. . . :

The demonstrated opportunities for being of real help to
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patients would attract more nurses to the field, so that eventu-
ally it might be possibly to assign to each professional nurse a
reasonable number of petients and aide-helpers (p. 42).

In addition, the conference concluded, this individual-—the clinical
specialist-— eould not be the person assigned to administration, super-
vision, or teaching.

“Tt must be recognized,” the conference report continues, “that ad-
ministrative responsibilities and responsibilities for students have first
claim on these personnel. While their foeus i on the care of patients,
they cannot concentrate on it to the exelusion of everything else. They
cannot always dror 1 their other obligations to follow up 2 promising
clue to a new tec  ae o~ to cooperate with members of other dis-
ciplines in exploriy, therapeutic by-paths. They, too, need the help
whick would be given by someone whose raison d’élre is the improve-
ment of care” (p. 43). "

Five vears later, in 1961, Frances Reiter continued the theme—a
call for a clinical renaissance —-using as her focal example the nurse
practicing in the general hospital. She said,

We are the largest single group -predominantly women—
who are professiorally organized and thus committed to nur-
turing, to helping, and - healing those whom we serve. . . .
The primary purpose cf this or of any other profession is the
provision of ecare and treatment that is beneficial to the im-
provement of praétice. . . . A sharp contrast may be drawn
hetween the standards of nursing practice in public health
aursing community programs and the collective practice in
hospitals. T emphasize this point because paradoxically the
cunditions that influenece the standards of practice in hospitals,
where 85 percent. of active nurses are currently employed, are
controlled, for the most part,.by nurses who are not presently
“practitioners” but are in administrative positions, and who
are, in turn, influenced by the policies of hospital administra-
tion and medical administration . . . the general staff nurse
group, who give nursing care, have little control over the condi-
tions that set the standards of excellence. The only span of
control in which the practitioner can exert influence is in the
direct nurse-patient setting, and this is becoming more and
more limited, and constricted.

The present organization of most hospital nursing service de-
partments tends to devaluate direct nursing care and the prac-
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titioner. Bedside nursing today” earries smatl prestige, both
within and without the profession (p. 7).

As a solution to this dilemma, Frances Reiter proposed 2 svstem of
clinical specialists within the general hospital. She said.

I conceive of some “nursing teamns” comprised exclusively of
professional nurses. general stafl nurses, elinieal stafl’ nurses, a
clinical nurse associate and a nurse clinician who will serve a

number of these professional nursing grovis . . From such eof-
forts it would be my earnest hope that we -oul further identify
the nature of nursing problems an: . lop coneepts of the
nature of nursing practice itself a~ . . Jdisciplined art, an

eclectic science and a personal service to patients that has
long-te:m human value and soc¢ial worth. Only through pro-
fessional praetitioners can the professional quality of nursing
practice be safe-guarded; only through extensive and meaning-
ful practiee in the clinical field ean the practitioners reach their
full professional stature (p. 8).

Nurses responded enthusiastically Lo this call for elinical renewal, and
the role envisioned by the theorists began to take shape, Advanced
clinical courses were developed in graduate programs and the 1960’s
v nurse elinicians and nurse specialists first employed in hospitals
Ceeland, 1972). But the work role of these nurses had vet to be agreed .
P07

some nine to eleven years after the initial proposal, the situation
remained the same, the role was not vet institutionalized, and confusion
reigned supreme. Maxine Berlinger describes the situation in 1969:

. I we were to try to ascertain from a perusal of the litera-
ture a definition of elinical speeialization. we would find a
variety of responses. Part of the problem. as [ see it, is semantic
in nature. You hear of “nurse clinician”, *‘clinieal nurse special-
ist”, “master practitioner”, or “clinical expert”. This tends to
lead to a great Jdeal of confusion. Another problem is a dis-
erepancy in the definition of the role . . . in some hospitals a
nurse is considered a clinical nurse speeialist in one specific
area, such as in a ecardiovascular care unit. This ilurse is
usually an expert in the technical aspeets of eare. and in many
instances, she is phyvsieian-trained. In other hospitals she is a
liasion between stafl and administration and may be a “glori-
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fied supervisor”. Others deseribe her us a nurse with specialized
knowledge and skill for o specitic group of cliniead patienss,
while still others state that she moves freely within an area
to set standards of care. Some sav her funcetions include a
patient case load; some deseribe her ws a models Others say
she functions as o teacher: zomegeatl her o feader of others,
Seme give her the freedom to nn[.'v in and out of an area and
some insist that she mainiain Her funetioning inoa contined
unit (p 17,

The troublesome prootem in 1976 iz one predicted by Luther Christ-
man eleven »ears ago. He said then,

... T may not be surprising to tind <some who adveeate that
the Uspecialist™ need not advance through an academic pat-
tern of degrees but that she can become a specialist by means
of experionce ind self-learning. Pevhaps whut is emerding are
two different wpes of specialists, I this is trae and desivable,
then the prefession of nursing and others wi'l necd to be cagni-
sant of the worth and st of both and safennod their roles as
members of the heal s ream (p 4475,

In 1976, there are inceed two tvpes of elineal specialists -xisting
sde by side: One tvpe o cdueated ingrasate programs in nursing,
(the generalist: and the otaer ix educated in ad hoe programs usually
sponsored by medicine (the specialist:. The specialist prepared by
either medicine or nursing usually finds more aceeptance in hospitals
than the clinical generalists prepared by praduite prograis= in nursing.
The reasons for thiz are comples. but most mses agree thar as the
chinical specialist is nursing’s chanee to provide a role alter for the phy-
cieian, a role that nursing has long awuaited, nursing and not medicine
should be the foeal point for the elinical specialist’s education, The
central problem seems 1o be that nurse educators must condense oo
mueh knowledege into the contemporary master’s curriewun, The
chinical specialist must be a practitioner prepared 1o know mors about
less  an expert in one phase of chnieal practice,

As Berlinger sugrests, the “advancement of knowledgeable nursing
practice is of great importance, ws i< defining the sutonomy of the nurse
practitioner. This is what the clirieal nursing speeialist must aceom-
plish” {p. 16 _ And it is certain that the quality of care ean be no bet
than the competencies of the persons actually civing diveet eare o
patients.
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e cnntinues, Tl is elead that the professies w0 wmust aceept
e and more stgniticant responsibilities in the futuee if the health
recds of the peoplis are 1o be neet. The oL L fnurse practitioner role] . . .
coulid he one opportunity for nurzes to aceept responsibilities bevond
hoxe usuatly expected of the well-prepared nurse. If members of organ-
ized nursing continue to view with alarm this development and others
that are bound to’come, they may be relegated to the role of observer
aneiose un oppertanity to shape the destiny of the profession wmqh
they have served so steadfasty™ p. 330, ‘

Sadler asked in 19730 "At @ time when the demand for personal
health services s inereasing, when somie form of national health insur-
ance 1s near. when few physicians are trained for general practice, and
when half of the nation’s nurses have left elinical work. who will provide
the bulk of primary health care in the United States?” (p. 7) And the
Jebhate continues. .

When Loretta Ford recently testitied before the Heuse Committee on
Interstate and FForeign Commerce's healtn subcommittee, she verified
that many persons were alarmed in the sisties about the shortages of
Lhealth care providers. But this belief has given way, she believes, to
one inereasingly coneerned with the “quality of care provided, the
edueational preparation of personnel providing care, the geographical
and speciadty maldistribution in medicine and exorbitant costs for
medical care’ (p. 533).

Ford denies that_the nurse practitioner role was established because
there was a shortage of physicians, “Farly publications,” she asserts,
“record the fact that the nurse roacetitioner evolved to provide quality
healtly care to ehildren in ambie ey settings, and if successful, to in-
vestigate ways to intluence collegiate nursing eurriculums to prepare
professional nurses for this model of practice. The physician shortage
of the early sixties provided the opportunity to try out new roles for
nurses” (p. 533,

Moreover, as Battistella (1976) emphasizes, the push for technology
in medicine “has concentrated eare in high overhead hospital settings
whiclh together with the ecost of increasingly complex diagnostic and
treatment equipment has contributed considerably to the spiraling
cost M health e rough unnecessary utilization, overlap, and dupli-
cation of services, »o that while there is an abundant, if not excessive,
supply of highly sophisticated and eostly services available for the
treatment of serious and esoteric illnesses, there is a shortage of per-
sonnel and services for the treatment of more commonplace nondramatic
illnesses associated with primary care and the care of the chronically
il and hﬂ_.nf!i(":lppml” (p. 14).
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And it may bhe, as Battistella suggests, that the benefits of medieal
technology have also reached a point of diminishing returns. He cer-
tainly makes cogent arguments for that point of view.

Many complex and potentially dangerous treatments may
be provided unnecessarily not so mueh because of the incen-
tives to overservice inherent in the fee-for-service medical
practice, but because. in relation to other countries, the
United States has far more trained specialists per population.
The point is that speeialists undergoing extensive training
and soeialization are driven by a technological imperative to
apply their skills rather than remain idle. Activity is a measure
of self worth that leads to the introduction of systematie bins
in dingnostic and treatment decisions. In company with the in-
ereasing power of therapeutic and treatment modalities, this
bias is o significant factor in the growing incidence of iatro-
genie illness associated with contemporary medical care. . . .

Biomedical technology has attained great power, but the
controls over its use are essentially laissez faire, and the free
enterprise system of health services so ineffectual, that medieal
care may be in a stage similar to that at the end of World War I
when the probability of a patient benefiting from treatment
was as low as 50 pereent or less. Certainly the power for causing -
harm to the patient is far greater today than ever bhefore, as
reflected by the unknown but large number of hospital admis-
sions caused by unantieipated harmful side effects of drugs and
other treatments and by the concern, bordering on alarm,
among hospitals and physicians about the growth of medical
malpractice suits. Quite apart fromn the issue of safety, the
efficacy of high technology services is.imnore and more question-
able in lieu of the increasing median age of the population and
the shift from acute to chronie patterns of disease. Even highly
technical services can do little to alter the course of chronie ill-
ness (pp. 14-15).
I~~~

SOCIAL CHANGE AND NURSING’S FUTURE ROLE

The right to health care —a social ideal—was first defined by Con-
gress in 1966 in the preamble to the Comprehensive Health Planning
Act and since has been interpreted to mean governmental and social
programs in which health care services will be considered on.the hasis

~of need rather than on the ability to pay. The taxpayer is expected to
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support one-half of national health care costs through such programs.
But as Battistolla (19760 emphasizes. the “suecess of medicine in the
post World War 1T period has obscured a number of health care delivery
problems which are the inevitable consequence of medicine’s intensive
and wide spread commitment to science and technology.” And “when
subjected to careful serutiny. technologie medicine, despite its touted
power, may not he able to respond appropriately to the social aims
intrinsic to the concept of health care as a right” (p. 15).

And so it scems that Americans are faced with eritical choices about
health care resources and how to use them wisely. There is no doubt
that medical specialization has weakened the traditional patient-
physician bond and caused depersonalization and fragmentation in the
giving of services. But to lose the good inherent in specialized services
is a choice to be seriously weighed. A better option is the preparation
of more generalist physicians or the delegation of many primary care
services to other health care providers who work particularly with the
mostly well, the chronically ill, the mentally.ill, the retarded, and the
aged —-another worker who will provide the necessary preventive and
rehabilitative services to fill the existing health care gaps. And that
worker is logically the nurse. ’

But nursing appears to he suffering from an identity crisis, seeking a
role that eludes it. Nurses are unable to divorce themselves from the
values inherent in medicine, unable to devote themselves to new hori-
zons and aspire to meet them. Nurses’ aspirations for status and service
will meet their accomplishments only when a better image of nursing
is translated into a new identity in which. they are accepted for the
person they can be, giving a service, rather than for the tasks they
have performed in the past.

Tt is difficult to tell whether the woman’s movement has tended
more to encourage young women to become doctors or to enter nursing
and there to advance their practice base. There is no doubt that it has

raised the nurse’s consciousness and caused some to reconsider their’

plight. In 1971, Virginia Cleland spoke out about the nurse’s status
and woman’s place in health care when she said, “Today, there is no
doubt in my mind that our most fundamental problem is that we are
members of a woman’s occupation in a'male dominated culture . ., .”
She continues, ‘At one time [ thought nursing had an advantage over
other woman’s occupations since in nursing women held all the posi-
tions throughout the hierarchy, unlike the occupations of teaching,
social work, and library science where numbers are dominated by
women but where power positions are held by men. I thought nursing

had more autonomy because of this. Now I believe that was an incor-
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rect assumption. Rather, isolation from all vestiges of power except
within its own group” would seem to suggest that “dominance is most
complete when it is not even recognized” (p. 1543).

No doubt the low status of the nurse in health care has heen pru-
foundly influenced by the status of women in society, but that is not a
sufficient explanation. If we can return to Merton’s remark in 1962
we have another answer; he said, “The modern history of nursing has
recorded a continuing and marked differentiation of roles {and] it is a
matter of common notoriety that the formal education of those en-
gaged in nursing covers an extraordinary range of variability” (p.77).
Our most profound concern may be now, as it has been for more than
“fifteen years, the differentiation of nurse workers: or put more simply.
who is the nurse?

PROFESSIONALISM vs. BUREAUCRACY IN NURSING

But it is not enough to develop a new role structure including the
tracditional with the new, the hoped-for with the realities of our time,
because nurses are also troubled with role conflict-—to borrow a term
from the sociologists. There are several of these dichotomous role sets;
some are more troublesome than others, but most are related to each
other. The first may be the most pervasive: Are nurses bureaucrats or
professionals, or a little of both? '

Preparation for business or educational leadership includes the study
of bureaucracy from its classical state to its modern counterpart. And
preparation for nursing leadership also puts emphasis upon its study,
for it is one of nursing’s most intractable problems, one that exists at
the interface between nursing’s professional education and the realities
of the modern hospital. Marlene Kramer (1973) called attention to the
beginning staff nurse who must resolve the dissonance this dilemma
creates for her or leave the system. But the problem is even more
pervasive than that faced by the novice practitioner. So many nurses
are forever marked by the bureaucratic way of thinking, a method of
decision-making that tends to pervade their teaching and practice:
when you see this, do that; but we have always done it this way; but
the policy says; but the roles are. It appears more than difficult to
make cognitive leaps over bureaucratic hurdles. Bureaucratic values
explain many of the paradoxes in nursing. For example, men and women
are selecting nursing because they desire client contact, but many of
the most talented of them are being put to other tasks. Until recently,
it was a general rule that the farther the nurse was located from'the
patient, the higher her status in the occupational group, the higher her
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salary, and the higher her level of discontent with the status quo
(Haase, 1976). '

The movement away from the patient by !«tter-educated nurses
matches the bureaucratic model in every resg-ci. Bureaueratie values
stress the performance of tasks, strict adherence to and belief in the
formal organizational hierarchy, rules an¢ regulations, usefulness of
task analysis, and reward for faithful serviee and longevity.

Some nurses have questioned ‘whether professional nursing can ever
be practiced in the hospital. Sister Dorothy Sheahan (1972) maintains
that it is not only the bureaucratic stru¢ture that prevents good nursing
practice but also the fact of who makes the “‘professional” decisions
regarding client care. She belicves that the person who makes these
decisions ‘‘is the professional’” and that all other workers perform at a
technical level. “It is the doctor’s, orders, as well as his role expecta-
tions of nurses which are the principal source of control, the chief de-
terminants, of the nurse’s action and activity.” She ends her article
with the thought, “If power corrupts, much more so does powerless-
ness’’ (p. 444;.

But Sister Dorothy Sheahan was not the first to write about the
powerlessness of the nurse in the hospital. Historically Frances Reiter
said it_eloquently in 1961. For nurses “‘within the prevailing system in
hospitals today, there is little incentive to practice. Until nurses are
both able to and enabled to practice that quality of care that has within
it a source of ever-growing self-realization, they cannot respect their
services nor can they command the respect of others” (p. 10). Sister
Sheahan was more direct and to the point. She said, “Professional
nursecs cannot practice in the hospital”’ (p. 442). '

Nursing as an occupational group is deenly committed to the profes-
sional ideal, but nurses need to be cognizant of the changmg meaning
of professionalism. Abraham Flexner’s criteria are no longer valid.
There are no separate bodies of knowledge, no separate sets of applied
activities, and no one method of payment; the organization is interven-
mg in the client-professional relationship, in personal commitment, and
in third-party payments and policies. Nursing, as an example, is an
applied science that shares a body of knowledge, a therapeutic process
that shares a set of applied activities, and an unlimited range of service
that shares a vision of better health care for people.

The question “Are nurses professmnals or bureaucrats?”’ mlght be
better phrased by asking, ‘‘Is nursing preparing neophytes for a real
role that exists ‘out there’ or for an ideal one that exists only in its
hopes and dreamis?”” Mary 1. Crawford (1964) observed soine ten years
ago what is still true today. She said,-
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The practical nurse is probably the most fortunate of the nurs-
ing team today. Her coneept of an ideal role more nearly coin-
cides with the reality of her teaching and her actual job. Yet,
neither she or the technical nurse gets much help in recognizing
the unique contribution each makes to patient care. Programs
preparing both types of nurses seem to emphasize their de-
veloping the same skills and understandings that the collegiate
programs emphasize. Only time limitations prevent the tech-
nical and practical nurse from gaining the same background
of knowledge. We might consider what we are doing, that we
are building a concept of an ideal role without providing the
tools to attain it. What’s more these nurses have a specific
and important role to play in patient care; they have a role
that is going to be needed as long as there are sick. people
(p. 96).

And another member of this same family of problems is the role con-
flict of hostess or therapist. Irances Reiter said in 1961 that,

The basic professional programs are based on social needs and
not on occupational ones. They do not prepare the student to
meet the realities of the hospital situation in the set model of
the crystallized hospital culture in which there is almost no
opportunity to practice or to develop a high degree of clinical
competence. In no other profession that I know of-—medicine,
social work and even teaching and the ministry—-is there so
great an attempt to expend the energies of professional person-
nel on tasks unrelated to their practice and thus dilute the
professional services at the cost of the quality of the practice
itself. This problem has become crucial. There are at least
three alternatives: one, to give up the professional objectives,
based on social need, for those based on occupational needs,
which would mean that nursing would cease to be a profes-
sional service; two, to create new patterns of hospital nursing
care and staffing tkat would be designed for the improvement
of nursing practice through the professional use of the profes-
sional practitioner and her further development as a practi-
tioner; and three, to pioneer in new fields of hospital service in
which there appears to be the greatest social need and oppor-
“tunity for creativity (p. 17).

Nor has the problem abated since that time. In discussing the work -
of the nurse, Davis, Kramer, ‘and Straus (1975) have said that,
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There are two sets of tasks that have implications for the
nurse’s work in 2n in-patient setting- in addition to the activi-
ties that are called “nursing” there are hotel-dike functions, and
there are system maintenance functions. Historically. these
have all been included in the wark of the nurse, due in large
measure to0 what Hans Mauksch refers to as “‘continuity of
time and space”’. The nurse is the only person who is there
around the elock---24 hours a day, 7 days a week. To her quite
naturally fal| the additional tasks of providing hotel-type func-
tions and Keeping the organization running. In many instances,
these tasks have heen so numerous and overwhelming that
they have completely replaced or obliterated the work of
nursing. ‘

Currently there is much discussion about these two sets cf
tasks. It is generally recognized that both of them interfere
with nursing. Ward manager systems, unit clerks, and stew-
ardship prograris represent but a few of the attempts being
‘made to provide the hotel functions and to maintain the
organization without the nurse having to do these tasks. The
extent to which they are effective is still to be determined
(pp. 1-2).

CARING vs. CURING: THE BASIC ISSUE

And last but not least, are nurses healers or handmaidens? Millis
(1970) reported:

1 once overheard a nurse ask “‘Is the physician the boss,
or the nurse, or are they equals?”’ The answer is sometimes
one, sometimes the other and, on oceasion, both. Since cure is.
the physician’s exclusive responsibility, obviously he is prime
in this area. But in the universe of care, the doctor in many
instances is not involved and other professions, particularly
nursing, becomé prime. The difference lies in the fact that, in
cure, the relationship of the professional to the patient is
episodic; In care, it is a continuing process.

The central institution in our present system for delivery of
health care is the hospital. Why? A hospital is a clinical institu-
tion in which 90 percent of the health care is delivered to
bedded patients and 10 percent to vertical or ambulatory pa-
tients. It was designed specifically to care. But our vision has
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been so nawrrow that we have built the greater part of our
delivery system around this tiny part of the health service
universe, and expect it to carry out all service functions even
to setting up health stations in ghetto areas. This is to wear
the blinders of faulty conceptualizations -faulty semantics -~
equating the work of “cure” with “care” (p. 64).

Cure means to heal, to make well, to restore to health, and in common
usage it has come to signify complete resolution. .

A focus on the therapeutic process lon the other hand]
lirects attention to the person in need of health service. One
finds satisfactions not only in the resolution of the problem but
in work with the person and in the study of the behavioral and
physical phenomena associated with his problem, with the ab-
straction of a theoretical formulation from an examination of
clinical data and theory, and with the development of interven-
tions to effeet 2 change in the conditions or promote an adjust-
ment to the situaticn. This work can contribute to the resolu-
tion of an illness or 2 health problem but may not result in care:
.it will tead to knowing the person who is struggling with the
condition and thus to one of the richest satisfactions.

Minimal success in the patient’s mastery of the situation or
his process in handling the main problem can be rewarding
(Gregg, 1967, p. 21). - -

Care is not-akin to cure, said Frances Reiter in 1957. Care is more
related to “‘pathos” in that feelings are experienced and responded to
by extending oneself to another. Carc is expressed in attending to
another, being with him, assisting or protecting him, giving heed to
his responses, guarding him from danger that might befall him, provid-
ing for his needs and wants with compassion as opposed to sufferance
and tolerance, with tenderness and consideration as opposed to a sense
of duty, with respect and concern as opposed to indifference.

This role conflict actually iluminates how nursing differs from medi-
cine. And it is enlightening to examine the philosophy of Loeb Center
for its answer, one that today’s nurses could readily subscribe to
(Bowar-Ferres, 1975). “Organizationally, lLoeb offers the registered -
nurse a setting in whieh she can develop her role unencumbered by the
things that are not nursing. Nursing is developing fully and demon-
strating its value and difference from medicine, yet showing how nurs-
ing and medicine ‘need to and can work interdependently. Loeb is run
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by nurses; its service is primarily nursing, and only nurses can determine
nursing”’ (p. 810).

The philosophy of practice envisions three interreiated components,
each defining a specific client need.

[First] is the care component. Nursing traditionally provides
care and comfort for the physicial well-being of those who
require help in meeting their own needs— the-sick, the injured,
the very young, and the very old. Caring anid comforting, the
intimate bodily caring of bathing, feeding. toileting. dressing,
and moving—all closely related to nurturing--is the area of
nursing that no other discipline shares. 'A physician,,social
worker, or pharmacist has very little to offer a patient in this
arca aside from giving us some of the general principles which
we have adopted. The nurse has historii‘ally provided care to
infants and taught the mother how to continue that care.
Caring of patients directly, the laying on of hands . . ., is the
key that opens the door so that the nurse ther: may use other
skills to help these patients.

The second component of nursing, cure, is obviously shared
with the physician, pharmacists, dietitians, and many others.
Curing may be seen as healing or arresting the disease process,
or it may be extended to include prevention of disease as well.
Nurses often become more involved in prevention than physi-
cians, since their goal is more directed toward helping people
cope with the stresses and stressors around and within them—
often preventing crisis and irreversible damage. Nursing's
role with the care component is not to help the physician, but
to help the patient make use of the physician’s help in what-
ever way that patient can most successfully do so.

The third component, the core, is the aspect relating to the
person of the patient, the self. Everyone |has access] to the
patient. But the nurse has the unique advantage of being in a
position to have more access . . . if she uses it (p. 810). -




CHAPTER 2

Nursing: A Critical Subsystem in Health Care

DEFINING NURSING

‘When the preliminary report of the projeet’s findings and recom-
mendations were presented to the SREB Nursing Couneil in October
1974, one member rose during the discussion and announced, “They
haven’t done it; they haven’t defined nursing!” The remark struck a
sympathetic chord in the project director’s mind, causing a sudden
flashback to the year 1950 and her own generic oducation. Ironically
the 1950 message was exactly the same: “*We can’t do it; we can’t
define nursing!” In the fall of 1975, the project director attended a
National League for Nursing workshop on graduate education where
the participants were still at a loss “to do it-—define nursing!’ Obvi-
- ously each groun was focusing on different processes: one group ad-
dressing itself to the structure of nursing knowledge—how it should
be arranged, what it should be--and the other to nursing’s place under
the interdisciplinary sun.

But the notion that nursing -as a profession—has yet to be defined
was an empty one for most seminar merabers, whio were in sympathy
with the view expresseidd by Mary Tschudin in 1967. She said that
‘whatever nursing is,

There is ample reason to helieve “it” does not change with
age, or geographic setting, or medical diagnosis, any more than
law, or medicine, or teaching change with such variables.
Certain activities may change; certain modes or methods of -
practice may change; the problems encountered in practice
may differ in degree or even in kind; but the central purpose
of the profession and the reason for its being does not change
with the shifts in the location of patients, or the age group
involved, or the category of -disease [or state of health, as
Tschudin might say today]. It is on the basis of the existence
of a central purpose in being that professions are identified and
differentiated and by virtue of which they endure over time
(p. 3). '
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DEFINITION DEVELOPMENT: THE “UNIQUE
FUNCTION” PERIOD

In 1964 Virginia Henderson suggested a definition of nursing that
became the cornerstone of many beginning nursing courses. It is as
familiar to some of us as the Florenee Nightingale pledge, and it begins
with the suggestion that the unique function of the nurse is to “‘assist
the individual, sick or well, in the performance of those activities con-
tributing to health or recovery (or to a peaceful death) that he would
perform unaided if he had the necessary strength, will, or knowledge.
And to do this in such a way as to help him gain independence as
rapidly as possible” (p. 62). But then—from the viewpoint necessary
to the 1980’s-—the definition slips into one describing a dependent
nursing role in secondary care. For, as Henderson tells us, the nurse
was to carry out or assist the client to carry cut the plan of care ““pre-
scribed for him by the physician.” The unique function of the nurse
was to “complement the patient” by supplying what he needed
(strength, will, knowledge) to perform his daily activities (p. 62).

This definition is not only a classic to nursing history but socially
adaptable to the nursing role and responstbilities in 1964. It gives us
pause to think that by 1976 these same ideals have sometimes come
to be labeled in a self-accusatory sense as ‘“‘mother surrogate” or ‘‘phy-
sician’s handmaiden”. Neighbor, writing in 1970, described the tradi-
tional qualifications for the nurse of the past to be ‘‘unquestioned
obedience to the physician and other persons in authority positions”
and ‘‘unlimited deference to the apparent well-being’” .of the client.
Nursing in the traditional sense, Neighhor observes, is a combination of
dependent technical competencies and the humility ‘to conceive one’s
own sense of well-being in an almost direct relation to that of the
patient: to perform the mother role” (p. 35).

But the search for a unique function continued into the mid-1960’s.
Goodsen (1966), speaking to the task of curriculum construction for a
- professional school, stated that “finding the mission and goals of the
profession is a crucial undertaking for the faculty . . . {for] . .. without
charity of mission, there cannot be a meaningful program of education.
The mission represents the broad purposes and responsibilities which
members of the profession subseribe to and which leaders of society . . .
assign to the profession. Although the missions of many professions
may overlap, each profession must have a unique service” (p. 799).
But the unique function of the nurse still eluded description, most
probably because it was narrow in scope. '
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THE HOLISTIC VIEW

Seeking a unique funection wes il in e secendaney i the late
1960°s but the foeus had been shiuntly altercd. In 1967 nursing moved
from the more izolated positien of definimg il in terms of o undgue
rale 1o wire of pereeiving itself as sharing roles with other dizeiplines.
Moreover, the astute observer will notice the mmpaet of o ditferent
philosophy of zelenee upom the writers of definitions 2uch as Dorothy
Titt (19671, who said that nursing was only “one of =everal professions
that have [thel overall gonl” of providing the health care serviees
mandated by the publie. Nursing contributes o “sub-geal” to the
achievement of hetter health care in o cirrumseribed sarea i whiel we
aré accorded awtonomy as 4 consepones of our special competenee”
(p. 13; italies are ours).

In 1971, the move towiard autonemy wis mede nationally visible in
a bill sponsored by the New Yaork State Nurses” Association -and sub-
sequently })l\\ el Into faw  that defined the practice of professional
nursing a3 dingnosing amd treating human responses 1o actual or
potential health problems through sueh serviees sx cise finding, healto
teaching, health counseling, an:d the provision of care supportive to or
restorative of life and well-heing, and executing medical regimens as
pr(-\nnwl by a licensed or ()Xh(l»\l\t‘ legalls avinorized physician or

st” (News: June 19710 The intention of this amendment to the
\.\\ \nrk Practice Act was ta specify the elements of the nursing
process clearly and to elavify the independence of the professional
nursing function. The framers of the amendment defined the disgnostic
process as an intellectual one that is central to the practice of several
professions: one that varies with the focus of these professions’ respon-
sibilities to and mandate from the public.

Another liberating view was also proposed in 1971 by Nathan
Hershey, who beeame controversial in nursing cireles when he said,
T think that the most profound ehanges in nursing practice will come
from the increasing realization that nursing is not a single profession
or diseipline, but represents o wide  or even unlimited  range of poten-
tial service’’ (p. 14105, Mr. Hershey was obviously referring to nursing's
growth during the precaling decade and its inability to come to grips
with the problems presented by: (1) the need to differentiate and in-
stitutionalize into practice-milieus the varving levels of nurse-providers,
(2) the proliferation of new roles and positions for nurses in hospitals
andl other settings. andd (31 the increasing possibility of narrow speciali-
zation in nursing practice.

Uniqueness of role was fast beeoming a relie of the past. In 1975
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own goals andssomptions. A three-dinmensional moded does portray the
concept of an unlimited range of service requiring different levels and
tvpes of nurse providers. But to adapt the Lysaught model to their
own thinking, project members ehanged the bibels of nursing behaviors
dthe tashs of wssment, intervention, instrucetion: o hroader con-
copis weesianall homan, and cowceptual i teneies  and devised
somewnit ore elabornte coneeptions of the two other continuums,
it and patient cordition, Thus, the project’s own model (see fizure
1oorepresents a0 svrergistic process that eaptures well the comples
nature of the project’s eonceptualization of nursing practice,

Orher words eould have been used to label the nuising hehaviors
identitted b the project members: Ther might have been called *(ech-
veal” ieetive and Ceagnitive,” for example. But the words human,
corccptaalomnd Tunetional were ehosen because they have the broadest
mettin possible: they have not previously heen associated with pRY-

croloweal nd edueational reseqareh, and they are not emotionally
characed wooh other meanings.

Foovesiorad helariors may be thought of as thoese  whether unique to
Coenarse o shared with other diseiplines whieh insure physical com-
St fer the dient and implement disgnostic, preventive, and trestment
pretocolss Punetionad competencies are an integral part of any profes-
10T praciice,

Flaviaz cooppets woies inehivie that large portion of nursing practice

Tentis bised o communieation and interpersonad processes.
Comes pled Dobiidors el de the recognition of eues, the identitication

of peeds and resourees and the anadvsis and svnthesis of knowledge

dntorelinieal deciions and evalundive processes,

Funenorad, nenan, and coneeprual abilities and behnviors usually
areinchuded femtvon the nursinge process: 4 snergistic aetion. And the
faore coniplex the behaviors required. the more highly developed and
nterrelited the competencies necded by the nurse. In other words, it

e hssitted that the nursing the wetaal thinking, caring, and doing -
corshimes dithrent corg of funetionad, buman, wanid coneeptual eompeten-
cres T faet, these sots of abiliues are ditlicolt -if not impossible  to
separate from e ather cven for prrposes of studv, but some division
Wi CeRary te belise out the exwet hehaviors required for varving
levels of nuese providers,

The semi

omembeers’ netien of zettings for practice have heen de-
soribed it projeet’s pubbications ws primary, secondary, and tertiary.

Bt sutfior o no e thar environmentad settings for nurse practice were
Velenrminine not ondy Levels wnd tvpes of practice needed,



O

ERIC

Aruitoxt provided by Eic:

but-also characteristies of practice demanded by the environmental
settings. o

For purposes of the model. the nature of the client was defined in such
a way as to inchude: his place on the health-illness continuum (varying
from high-level wellness to critical ilness); the natare of the heaith-
ilness problem he presents (varving from a state of health to a life-
threatening acute illness episode) ; his age (varying from the beginning
of life to actual deathy; his socioeconomie status; his cuitural identifica-
tion; his \'uluo;‘.{vstvm; his assumptions and expecetations for self and
others; his personality strueture; his knowledge base; and his ways of
pereeiving and knowing (to mention but a few:. The curriculum worker
might pereeive ‘cach of the above to vary on a continuum or mirht
perceive each to be a diserete body of knowledge about man.

The seminar members wished -to include an additional dimen. .o
concerning the nature of control in the decision-making process. By
this tarm they meant the freedom of the nurse to make clinical deci-
sigfy without referral to others or to poliex. It may be that this factor
is subsumed under setting, but in any event, the seminar participants
folt it important enough for speeial consideration. However, as the ad-
diion of a fourth dimension proved to bhe impossible to represent
¢ aieally and maintain the coneept of intersecting axes, the decision
wae made to present the comeept only in the text.

Nature

of
Client
-l ———— ———

-=— Nursing Behaviors —=

vFigure 4, Major Variables

Determining the Levels and Types of Nursing Practice
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CHAPTER 3

of Practice

THE NEED FOR A ROLE STRUCTURE

A Role Structure for Nursing: Kinds and Levels

2ole definition has been the most knotty problem to have troubled

The general staff nurse on the basis of competence in practice
could be promoted to the position of “‘clinical” staff nurse . . .
lone who! . .. would be . . . more competent in the care of a
particular group of patients. She woulii give evidence of de-
vidoping clinical judgment and technical competence in the
care of patients with neurological. cardiovascular, or cancerous
Jdiseases or in the rehabilitation of . . . [these] . . . patients. . ..
The next stafl position . . . that might be created is . . . ““clinical
nurse associate’”. In this position the nurse would not be an
“assistant doctor”, but would function as a clinical nursing as-
cociate of the physician or group of physicians in a clinical
specialty. She would make rounds with him, see his . . . pa-
tients. plan for medical-nursing management of those patients,
with him. and personally follow the care of these patients. Asa
competent practitioner she would design. plan, and direct the
nursing care given by others, and participate in regularly
scheduled clinieal conferences and in planning for continuity
of care. Beyond this, I conceive another position within the
hospital medical center, namely, that of a ‘“nurse clinician”.
This nurse would be a clinical nurse specialist because of her
advanced clinical knowledge and expertness in clinical practice.
[ see her as a nurse practitioner who consistently demonstrates
a high degree of clinical judgment and an advanced levei of
competence in the performance of nursing care in a clinical area
of specialization, such as pediatrics, geriatrics, cardiac disease,
chronic diseases, psychiatry, neurology or special medical-
surgical nursing. For the nurse to have attained this stage of
professional maturity—that is, clinical nurse specialist—she

41

the advancement of nursing for several decades: Is it one role o1 many?
An aceepted role structure appears not to exist.

Frances Reiter (1961) suggested one some fourteen years ago ut, ‘it
never caught on.” She said,
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will have had extensive and intensive clinieal practice made
meaningful by concurrent study of the nature of these nursing
problems (pp. 7-8).

-

But this “role structure,” of historical interest to academicians and
clinicians in tertiary care, was done some vears before the advent of
new and expanded roles for nurses. The traditional illness-oriented role
deseribed by Reiter is changing in primary care settings to one that -
shares functions with other health care providers. In fact, some ob-
servers feel that the nurse will become the gate-keeper to the entire
publie seetor of health eare within the next decade. Current estimates
indicate 15 percent or less of the actual health care problems presented
for solution will require the utilization of secondary and tertiary care
facilities; 85 percent of the care needed will require health education,
physical and emotional assessment, counscling, and management of
regimens for chronie conditions and disease prevention.

AMoreover, practice rather than edueation has determined the' diree-
tion of this development. Valencia Proek in 1970 observed that “Role
innovation in nursing cither in public health or in institutional nursing
has not come from faculties in schools of rursiry . . . [but instead] . . .
the impetus for ereating and using these rew roles in nursing has come
from the ficlds of practice. . . . Currently, almost all programs for ex-
panded new roles for nurses exist outside the main stream of rursing
education. They are special enterprises which are sponsored by group
practices, service projects, medieal colleges. and schools of public
health” (p. 12).

Nurses practicing in the expanded role in primary care will eventually
change the meaning of nursing us we know it today.

in 1975. Ruth Freeman defined community health nursing as “an
area of human services directed toward developing and enhancing the
health eapabilities of people. either singly as individuals or families. or
eoliectively us greups or communities.” She continues, *"The goal is to
enable people to cope with diseontinuities in and threats to health in
such a way as to maximize their potential for high level wellness and
to establish reciproeally supportive relationships between people and
their environment” (v. 1).

Community health nursing. Dr. Freeman says. has an ongoing re-
sponsibiiity to: the population-in-environment unit; individoals and
families whose well-heing in the aggregate is community health; con-
tinuing rather than episodic events and conditions; situations in which
the outcomes of care depend predominantly upon the decisional and
behavioral responses of the people involved ~rather than the highly
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specialized personnel and Chardware’ of the large hospital or medical
center.

In response to this definition and in view of the changing expectations
of the nurse by the community. it is reasonable to believe that the nurse
working in that aspect of community health nursing known as home
are will expand her services to include clinical assessment, clinical
decision-making. and treatment of chronie diseases. Moreover sueh care,
and also cure. will be demanded in the home for non-ambulatory clients
due to the rising cost of in-patient services and the desire of the client
to return to his home as soon as practical after hospitalization or to
remain in his home in licu of hospitalization. Nurses will see elients in
the home not only to assess their health-illness state and monitor and
manage the chronie (lisease, if any. but to instruct the client and his
farnily on their health care coneerns, to counsel the client and his family
supportively and therapeutically, to find cases and refer clients to the
appropriate health agencies and, last but not least, to become the
client’s advoeate in the community and state system of health services.

The nursing clinic Is also coming into its own. With respect to this
development It is interesting to examine the analogy between progres-
sive care and ambulatory care as proposed by Dr. Charles E. Lewis
and Barbara A. Resnik. They suggested that the concept of progressive
care had been accepted and applied in hospitals and that logically the
same concept could be applied to ambulatory patient ecare. “Three
levels of . . . care might be proposed,” Esther Lucille Brewn quotel
them as saying, “‘the acute or intensive level that requires the wechnical
expertness of the physician; an intermediate level that requires moni-
toring of the status of the disease process, surveillance of therapeutic
activities, and attention to the psychological and soci:l aspects of care;
and self-care, in which health education, health promotian, and preven-
tion of (isease are the goals. Although physicians shouid be capable of
providing all three levels of ambulatory care, it is unrealistic to assume
that there will be enough doctors in the forcseeable future to permit
any such complete service” (Brown, 1971, pp. 245 -246). And so nurses
had another opportunity to he of service and to advance their standing
among health care disciplines.

Nursing elinics are now flourishing, many sponsored by schools of
nursing in the South having hoth graduate and undergraduate pro-
grams. And nurses are moving out into solo practice or group practice
with other nurses or physicians, doing relatively well offering a brand-
new health care service. Many are working part-time in solo practice
devoting their efforts to problems that are strictly nursing and others
are working collaboratively with physicians to monitor disease processes
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that fall into the realm of medicine. But wherever these nurses practice
in an expanded role, their funetions are likely to “spill over the horder
of traditional nursing, counseling, and caring functions and into clinical
decision-making, medical diagnosis, and treatment” (Sadler, 1973, p.
). S~y

Esther Lucille Brown records Dr. Lewis’s and Ms. Resnik’s thoughts
about the institutionalization of this new nursing role into health care
practice. They say, "Although the patients in the outpatient depart-
ment shortly came to accept the nurse who performed functions for-
merly done by physicians and although the nurse clinic was able to
demonstrate many assets,” there are “obstacles that hinder the spread
of such clinics. The state licensing taws presently do not permit a
functional delinition of the medical-legal responsibilities of those in-
volved in caretaking, and henee, would probably need to be revised.
What is more important, physicians are not accustomed to sharing
responsibilities for care and the resultant satisfactions, let alone the
cconomic rewards. Some nursing eduecators, moreover, insist upon the
identification of a body of nursing theory, science, and functions sep-
arate from medicine, thus hindering the achievement of inter-profes-
sional goals” (1971, p. 247).

The time is also right for the creation of nursing units and hospitals
to provide services for that part of the population for which nurses have
already been prepared in our schools of nursing, that part of the ill
population which medicine eschews: the chronically ill, the aged, the
mentally ill, the retarded. Either because nursing lacks enough eduea-
tionally prepared nurses or because we cannot attract asufficient num-
ber of them from the fascination of dramatic technological illness inter-
vention, we have established few nursing units or extendc ~ care facilities
like Loely Center, where “the core of the program is its nursing service;
the nurse is the chief therapeutic agent and the final ‘effecior’ in provid-
ing interrelated patient eare. Units where other members ¢ £ the health
professions serve as resource persons and consultants, who furnish
dircet service to patients requiring it . . . with the aim of hastening

the healing process, decreasing complications and recurre ~e; . . . pro-- -

moting health and preventing new illnesses” (Brown, 1970, p. 159).
Nurse educators have faced that age-old dilemma communly referred
to as being “‘between the devil and the deep blue sea.” S ould they
prepare graduates for one level of practice or two or t'. « or more?
Have we addressed ourselves more to our a.pirat;ons- .v dreams for
the future—than to the realities of the work m 47  .ve we asked
ourselves the right questions, such as: (1) “What is exnected of the
workers in the emplovment milicu? (2) Wwhat is the optimal perfor-
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mance? (3) How ¢an the milieu he matehed to the educational program
that prepares the worker so that the noviee nurse experiences maximal
job satisfaction and the organization maximal job performance? Edu-
cators say hospitals are dictating nursing roles, but the question goes
much deeper: In perpetuating our ideals, are we addressing the reality
of changing nealth care practices?

DIFFERENTIATING WORKERS: A PROPOSED ROLE STRUCTURFE

The seminar members addressed themselves to the classification of
roles dilernma by asking simply: Ts there a common base of nursing
knowledge that ean be identified in terms of common competencies ex-
pected from graduates of different preparatory programs? Do all nurses
possess a cominon base of knowledge upon which to predicate their
practice? What dopes the staff nurse working in a seconclary care institu-
tion have in common with the coronary care nurse. community health
nurse, nurse practitioner, and nurse midwife?

To answer these questions--after the initial two meetings of the
seminar-—each project participant was assigned to onc of four task
groups. The purpose of each group was different, but together they
were asked to define the recognizable and projected levels and types of
nurse providers néeded by the future health care delivery system and
to match-these with the broad nursing competencies that would he
required for each provider identified.

The schema that the task group on projected roles devised is illus-
trated in Figure 5. “Nurse educators assigned to the task group were
in the minority,” Dr. Gwendoline MacDonald notes in her chairman’s
report, “so it cap be safely concluded that the schema effected was
primarily influenced by the heliefs of those active in nursing practice’
(such as primary care nursing. vocational nursing, community nursing,
institutional nursing). But the interpretation of the schema will require
an exploration of several of the gssumptions made by project members
in relation to nursing practice.

ASSUMPTIONS ABOUT NURSING ROLES

1. The flsst assumption appears simple and yet it is the cornerstone
of th» rest. And that is: The public mandate to nursing is and will
continue Lo be the Jreer care of clients.

2. This assumphion,. nakes the second a tixed one. It has been said
many times, hut o oegoenee to eite Hildegarde Peplau (1965, who said,
“Chlinical practize 1 the cenrer of nursing. The primary commitment to

society nf e prgleesinn of sursing is the practice of nursing; all other
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Future Tracks For Kinds of Nursine Workers

Adapted vith permission from Ameriean Journal of Nursing, June, 1976 issus.
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functions are secondary. The profession evolved to serve patients
which meuns to deal effeetis ely with elinical nursing problems that these
patlenti present” (p. 273).

. The traditional role of the nurse will eontinue ta be publicly
mamlatod in acute illnesy sottings. To paraphrase and slightly alter
Mary Tschudin’s definition.of nursing (1967). some roles in nursing do
not change with age, or geographic setting, or medical diagnosis. Cer-
tain activities for nurses in these roles change; certain methods of
practice change; but the eentral purpose of certain roles does not change.

4. When a larger system of peimary care services becomes mandated,
the knowledge base of each health care occupation will become in-
creasingly shared with other nealth care disciplines. The knowledge
hase will overlap hecanse of blurring ard cualeseing of roles for health
care professionals that, will occur more frequently-—to reduce costs and
to increase the effectiveness of existing manpower and thereby services.
Morsover, there will be a more rational,: optimal, and flexible use of
mernbers of all health diseiplines.

Even now other roles for nursing are einerging in disease and dis-
ability prevention, health promotion and maintenance, the care of the
aged. the treatment of stress, the teaehing of health, and the long-term
management of selected chronie diseases. .

6. New roles for nurses are also evolving in ter tm y care that combine
the traditional role of the nurse with the funetions of other health care
disciplines. In fact, all health care occupations will be experiencing an
increasing amount and an increasing rate of change in their jobs, and
many of today’s health care tasks will be dispersed among a variety
of professions and occupations working in a relationship that is co-
ordinate as well as hierarchical. This fact is due as much to changing
technrologies, the discovery of new knowledge, and changes in popula-
tion ratios and the nature of the diseases being treated as it is to a
shift in emphasis.

In the aggregate, nursing practice will include a multitude of
vcorkers who will differ in their use of nursing behaviors varying with
the setting in which serviees are given, the nature of control concerning
the decision-making process within that setting, and the nature of the
client to be served.

8. Entry-level practice will be distinet for graduates of educational
programs at different levels in the educational hierarehy. Separate roles
for entry-level practiee will require more coneeptual and human com-
petencies from graduates of upper-division programs.

The schoma that appears in Figure 5 was developed to show in
graphic {orm the levels and kinds of nurse providers required for the
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future in health carc delivery practice. The reader is reminded of the
assumption that nursing practice is a range of services delivered by
separate levels and types of providers who possess different abilities and
informaticnal sets upon entry into the system. The plan calls for five
different levels of practice and five *'pathways to practice”” that denote
an area of the nurse’s major interest and activity.

A linear presentation does not depict a dynamic plan. But the reader
is asked to remember that the ‘‘boxes’ are not mutually exclusive ana
that the seminar members envisioned movement from box to box and
alternatives to conventional patterns. _

Levels of practice: The first level of nurse provider identified was the
vocational one comprised of people now called nurse-aides, nursing as-
sistants, technicians, and licensed vocational nurses. Whether to include
this level of worker was a matter of controversy among the staff, the
seminar, and their advisors. Finally it was agreed to place this group on
the schema projecting needed workers to show the potential for upward
mobility within the range of nursing services. Vocational nurses are
likely to enter the RN educational programs as the need for hospitaliza-
tion lessens and as the market is flooded with vocational graduates.

The project identified four levels of ‘‘registered nurse’’ practice that
could be arrayed in five different “pathways to practice.”” Each of these
levels will be described in detail in future sections of this chapter.

Tuypes of practice: Types of providers may be defined by the nurse’s
clinical interest, the nature of her client. the nature of the services
demanded by her clinical interest, the setting in which the services are
mven, and the behaviors required to give these services. The family
nurse p\ractitioner i1s giving a different type of nursing care than the
staff nurse in the hospital. The clinical specialist performs a different
service than the stafl nurse in community health. The nurse-midwife
varies her practice from that of the therapist in psychiatric nursing.

Promotional levels: The task group suggested ways of moving from
entry-level practice upward in the hierarchy of ‘nursing positions identi-
fied. They believed that competency in clinical practice should be the
requirement for promotion from level to level but asked the employer
to value and consider as criteria for advancement additional education
and experience at the entry-level positinn. Salary increments, they say,
should be based on proficiency and occur within z level, and not neces-
sarily be related to prometion in position.

Titles und labels: The task group found the titles ‘‘professional” and
“technical” more divisive than helpful in differentiating nurse providers.
And the suggestion of *practical” and *‘professional” seems fraught
with even more controversy. The project suggests—but doves not
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recommend- -that nurses other than those eduecated for community
health or psimary care services be called “secondary care nurses.”

Discussion was also prolonged concerning the ditferences in titles
between ‘“‘clinical specialist.,” “nurse practitioner,” “health practi-
tioner,” and ‘‘clinician.”” Seme project members believed the terms
were synonvmous; others, wholly different. The staff suspects that title
will follow usage but hopes for a position paper from crgianized nursing
that might clarify our language of titles.

NURSING PRACTICE FOR SECONDARY CARE: THE TRADITIONAL
AND CONTINUING ROLE FOR THE NURSE

One of nursing's continuing problems has been the division of re-
sponsibility for nursing’s tasks among the differing levels of nurse-
providers in our hospitals. And you cannot tell which nurse graduated
frem which program without an employment roster. The client thinks
the nurse is the nursing assistant. But the nurse knows that the nurse
is often the lady who adjusts the Kardex at the desk in the nursing
oftice. Educational preparation infrequently diiferentiates the nurse's
job responsibilities in many of our secondary e tertiary care centers,
Too much is expected of the assoeiate degree graduate and too little of
the baccalaureate one. Sister Dorothy Sheahan (1972) pinpointed the
real difficuity in this matter when she said that. in fact, “There are
several levels of nursing education, but only one level of praetice . . .
(p. 442).

But recognizing this barrier to success does not solve the problem
of pinpointing and describing an optimal division of responsibility
among differing nurse providers in the hospital. The task force deserib-
ing the kinds of workers needed for future health care practice ervi-
sioned the beginning nurs  -ovider - whom they called the RN 1--to
be the person working at .« ~aff level in seconiary care hospitals and
clintes. But it was the long way around Robin Hood’s barn to reach
this conclusion, as the decision also encompassed the work of other

taskerees viewing the same dilemma from o different perspeetive.

The reader will recall the work of an early group in the project’s
history that defined secondary iilness care as being associated with the
community hospital and often given in response to single episodes of
illness' that include the continuing exacerbations assoeiated with many
chronic diseases. Secondary care, therefore. addresses itself to iliness
episodes that ure common and recurrent or even routine. The personnel
giving this care are less highly specialized and may be defined as gen-
eralists attending to illnesses that are usual. expected, and relatively

49



predictable in terms of expected cuteomes. Secondary care s widely
available geographicaliz.

Three other groups also worked assiduously at detining the char-
acteristies of practice for ditfering levels of nurse providers in a manner
similar to that of the “kind of workers™ task force. The inttial task of
these groups was to define specitie nursing behaviors requisite for ilenti-
fving the ditfering levels of nursing practice. and. then, as a final effort
to svnthesize the nurse-provider sechema with summary statements
deseribing the eharacteristies of nurse practice at distunet levels.

Seeondary care nusing 2 concept coine«d by the seminar members

is i concert with the definition of secondary carve described by the
project group at an early seminar. And it is also in congruence with the
notions of characteristies of associate degree practice offered by Verle
Waters in 1970 In faet, it s Verle Waters' feas upon whieh the seninar
huilt 1ts own detinition of <ecomdury eare,

If the reader assumes -~ the projeet menthers dei that narsing

practice 15 based oo oo heoo o8 knowledee that hias as 15 core nset of
competeneles thit g cnnoord Iy vecornized hy nurses as tecessary 1o

the provision of che traditional ared continuing nursing care in secon-
dary settings, tiven it follows thar o Fednning <taff nuese having only
these competencies his been repared for the irst fevel of RN practice.

e characteristies of seconaary eare nursing practice are :is follows:

The practice

i< direeted toward elients who are experieneing aeute or chronie
Mnesses that are common and well-defined

15 directed toward clients who have been identitied as beang il or
in need of diagnostic evaluation:

consists of processes that are standardized, 1 common use, and

direeted toward alleviating both biophyvalcal and  psyehosocial

health problems. the outcome of which are usually prevdictable
i Y

fWaters, 19701,

includes making nursinge judgments based on zeientiiie knowledge

that s speeitie and Tactual (Waters, 19704

is concerned with individluals, but is given within the context of

the family and the community;

is under the leadership of 1 more experiencid statfl worker, a

generalist celinician, or a clinleal specialist®

*Qer taxonomy ~ection far specific behavior dentine}
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counseling, arder rontp.. Biboratory ogrs, and udmit angg discharge

-chients,

As the aged are beeoming an mereasing pat of 1he total population,
plirses will be assuming o Breater responsibility i planning and (e
Ivering their care, Houw enie it s that (he only institution in health
care service to be lubieled with the name of “nursing” s one i which
so few nurses ape croploved or 1hat (he quality of care s often bolow
It maximum potentiad,

But nurses ap beginning 1o he cdueated with special information
and competencies in the care of 1 ared, for this seament of health eupe
s iteraliy teeming with potentin] that nurses e Vet to explore. To
dates cither nurses hie assumed the starg- i heen too few in num-
beroor too - 0l 0 e Abuses to think of + .. “ives to the present
structure. bus the care of (he aged has beor 1y ler-ung in nursing’s
agenda for g o Vears,

Fasther 1, o . Foown 1970, reports the establishment of ¢ - m
N Orecar e e Iterreba: ed serviees could be offered in on -
the Bencdier s, Conter for Nursing qnid Rehabilitation. The | ror

the centralization of differing services was enhaneed hy the parallel
development in the department of sociology at Mount Angel College
of ainstitnte of gerontology, whjel heeane o powerful influence on
the thinking of the planners of (he Benedictine Center,
According o the plans proc ged, e center would he able
footfer apromam of comprehensive oxicrndod Care compose!
of i cony nonts: (15 the Convaleseent Unit would bhe de-
signed for DRTIeNts requiring shilled nursing and op rehabilita-
ton: (2, Revidential and Porsonu) Core, for fong-term patients
in need of minimal supervision who wouyld benefit from soeial,
recreational, op occupational therapy, o who required poer-
sonad care: 3, Self-Care, for short-term rehabilitation o help
patients achieve independence in activities of doily living;
oo Day Care, for aged pationgs FCGUITING serviess not available
i their home: (5, Home Care, for diseharged patients ljving
wWithin a five-to seven-mile radius of the Center, consisting
primarily of nursing evaluation, instruetion of family mem-
bers, and roferrad to other agencies; and (6) Out-Patient Ser-
viees, coniposed of physical and oceupational therapy, X-ray
and laboratory reports. soejal werk consultation, psyehological
testing, audiometyies, speceh therapy, and so on (p. 173,

But again, the difliculty with nupses’ moving o leadership posi-
Hons in nursing hones is thedr bek of power andin this case money
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to beeome the pohiey-makers in such organizations. Moreover the de-
ploradble situations existing inomany “nursing” homes eey ot for nurs-
ing coervention of an expert nature in the dav-by-day operations of
these cxrended-eare facilities for the aged.

T existing situation has gone unamehorated for such a long period
in 11 health history of this country that no less than the Kxeeutive
Counetl of the AFL-C1O has recently demanded a nationwide eam-
paie o Uelean up this nation’s nursing homes,” calling them a seandal
and oonational disgrace cAtanta Constibation, Feh, 21, 1976, p. 450,

AMie orle Stanton admonishes:

Think what we could doin health care delivery in this coun-
try, if bacealaureate graduates were permitfed to practiee at
the optimum level, Have we ever considered the waste of this
tdent and the resalting deprivation of the publie” The faet that
wie have failed to help these graduates attain their full potential
in practice must w2igh heavily on our conseiences  in hoth
cdneation and service. We are. however, beginning to gee a
Shifroin the utilization of these duates  a shift which we
st nurture and enceourage.

... There are three major changes which will affeet bae-
eciiliiaredate nursing education of which we must be aware: (1)
+tional health insurance, (2) third-party reimbursement for
cises o neeessary part of any insuranee plan, and (3) full
recognition of the potential of the graduate of baccealaureate
nursing programs (1975, pp. 3-44,

Projecting the future of nursing practice requires the other shoe to
fall el that other shoe is deeiding what level of nurse practitioner
will deliver the projeeted serviees, either wholly orin part. The “kinds
of workers” task Poree projected the next level of entry into nursing
practice to be the generalist elinician, labeled by the seminar members
as N 2. The seeond level of praetice, they envisioned. is peopled by
nurses who enter the system prepared to give an advaneed level of
nursing care s stafl nurses i dilferent sottings: namely primary and
seeorehuy but tertiary if elected by the nurse during her edueational
])'.A“':ff'.'l]”.

foowans an assumption of the project that the knowledge hase funda-
mental to cach more advaneed lovel of nursing practice is based on a
ditferent set of competeneies, each of whiceh is charaeteristic of its own
level and which buikls on the eore of secondary care nursing: the tradi-
tioral role of the nurse. Moreover, the hody of knowledge expandls at
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caeh more wlbvaneed level of nursing practiee and ineludes different
sets of connmon competeneies necessary to the provision of primary.,
secordary, and tertiary nursing serviees,

Prinmury eare wis aefined by the project members as the hasic and
life-lone point of contaet for any viven episode of lness exclusively,
or oromay be for the continuoas health monitoring hikely to take plice
in o future delivery svstem. I the nation were 1o choose 4 national
healthi cire plan, there s no doubt thar health care providers would need
to realion the person-power to administer the health promotion and
disense provention modalities called for, And for this reason it seemed
imperative to Une project members that primaey cire competencies bes
built firo the audvianced-level nursing preparatory programs.

Morcover, the project recommended that the bacealanreate cur-
vienlum in the aggreante be focused on the preparation of graduates
to vive not only secondary care at the beginning level, but also primary
care at the beginning level and  at the stwlent'schoice  either primary
care at the advaneed level, secondary eare at the advaneed level, or
tertiary care at the beginning level,

Primory eare nursing it the beginning level was defined by the project
participants as having the following eharaeteristies: practice

= divected townrd providing serviees for health nmaintenanee and
health :omotion

towid interpreting health for individuals and groups within
the context of thelr sociocultural milieu.

toward developing goals with clients that are related to the
normal stresses of daily living,

toward treating or monitoring « nts having selected minor
nathological conditions;

consists of processes that

assess the health of normal individuals or elients with minor
pathology,

sereen and either treat or refer elients who are in need of
further treatiment or attention,

manage the long-term e of elients with chronie health
problems,

teach the basie health promotion conceepts;

Al
[=p}
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inchudes makine independent decisions about health maintenanee;

= concerned with nsdibvnhads and oroups within the context of
thedr soctocultinral milien;

i< coneerned with establishine o darn Tase that is interprered
(":iﬂil':t“}'i

i< bazed on knowledee that s developing and evolvine, is Daure-
oriented, contains a moderite Tovel of abstraction, involves eritieal
thinking:

includes the aoplication of climeal research to decizion-muaking;

oceurs in o =etiing having consultive and veferral services readiny
available

Tertiary ciare was detined by the project as associated with Jarge
“hospitals and o medieal centers. Like sccondary eare, it, too, is often
given in response to o single episode of illness, but tertiary care deals
with the rare and the more complex, One of the senvinar members re-
ferred to tertiary care as the eare of the “super-sick™ by the “super-
specialized.” And the care ix often experimental in nature, or at least
associated with ongoing research vrojects of one kind or another. Ter-
tiary care facilities are less widely dispersed geographically so that it is
difficult to provide every nursing student diplomia, associate degree,
bhacealaureate  with tertinry care experience.’

Characteristies of practice in tertiary care at the beginning level are
given below, The practice

= directed toward clients experiencing acute iliness episodes and
presenting  problems that are uncommon, moderately complex,
and usually immediate:

ix directed toward clients who have been identified as being acutely
or eritically 1l

includes the use of researeh in muking elinical decisions;

includes making nursing judaments bhased on the analyvsis of
nuemerons variables and the prediction of future clinical events;

consists of the wse and development of innovative and less stan-
dardized processes that are geared and adapted to the speeifie needs
of clients, outcomes are less predictable and require additional
monitoring. and a bhroader knowledee base is needed from which
to draw inferdnees;

it
-3



i hased ona broad range of principles and conceepts drawn fom
a variety ol baste and applicd niuead and behavioral scionees:

is bazed on clinical decisions wade from the integration of knowl-
eddaes of biophysical and payveliosocial cues with recoenition of
thetr implications:

= pore self-directive hot the nurse recounizes the need for edi-
tional information and consultation from peers or higher-eve
practitioners;

is directed toward providing leadership in the management of care
for wroups of clierts as well ux those personnel assigned 10 provide
that care;

odivecte oward developing colluborative relationships with othesr
health workers providing ather kinds of serviees to clients,

For the student electing an area of concentration ie primary ewre. the
charactertstics of practice are presented below. The practice

sodirected toward elients from more «diversiiod populations re-
quiring health maintenance and health prometion;

15 divected toward elients in o setting where consuitative and re-
ferral resources are less readily available;
consists of processes that are part of a cooperstive vndeavor o
et the appropriate priorities in meeting the neoeds of the
population being served;
coordinate the total services needed by individuals and groups;
use the appropriate consultation and supervision;
melude independent primary assessment such as: history,
physical. emotional and developmental diagnostie workup;
consists of developpg innovative and less standardized processes
geared wnd adapte - 1o meet the needs of individuals, groups, and
conmrta s whetn autcomes are less predictable and require ad-
ditional monitormg over o longer period of time;
includes knowing the nature of the eommunity, the services avail-

able and 1he means of aceess to those serviees;

is based on a broad range of principles and concepts drawn from
a variety of hasic and applied natural and behavioral seiences;
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meludes makime nursing judgments hased on the analvsis of numer-
ous variables and the prediction of future elinical events;

imelwles the coplication of elincal rescarel to deeision-making.

15 based on chntend decisions mude from the inteegration of knowl-
edees of biophysical and psyehosocial cues with the recognition of
their impheations;

15 directed toward providing leadership in the management of care
for wroups of elicnts as well as those personnel assigned to provide
that care;

s direeted  toward developing collaborative relationships  with
other health workers providing other kinds of care to clients;

i= more self-direetive but the nurse recognizes the need to seek ad-
ditional informiation and consultation from peers or higher-level
practitioners.

CLINICAL RENAISSANCE: COMING OF AGE

The diseussions of the seminar members were focused primarily on
ditferentinting workers at entry level for heginning statt nurse positions
responsible for seeondary or primary eare nursing, But graduate educa-
tion.was not nevlected, What follows is a discussion of graduate educa-
tion as it is projected to develop over the next 25 vears. The diseussion
encontpasses not only the seminar discussions hut a veview of the history
of role development for the clinieal specialist and the nurse practi-
tioner. Some projections envision the accomplishment of the dreams
of nursing leaders sinee the beginning of “professional” sehools of
nursing in this country. Others poitray a future of hlurred identity
and a new holism in health eare delivery.

The assumptions made at the outset of the dizeussion were as follows:

1. Graduate edueation will be the initial preparation for the “profes-
stonal nurse” within the next 25 yvears - not only heeause nursing educa-
tion 1s following teseher education in this respect, but heeause the health
carc delivery system will demand inereased knowledges and abilities
from nurses.

2. The graduate program in its evolution over the pext decade will
continuce to follow a clinical model more nearly akin to professional
schools than to schools of edueation and liberal arts.

3. Professional edueation at the master's level will continue - within
the next decade  to be based on the undergraduate major in nursing.
But generie master's programs in nursing will hecome the rule rather
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than the exeeption by the vear 2000, Fventually the doctor of nursing
science degree will be required for entry into advaneed nursing practice.

4. Interdiseiplinary study and research will be publiely mandated
by the yvear 2000 s no single discipline will be able to solve problems
effeetively in isoation.

For the present. the projeet recommends that the graduate curricu-
lum should bhe focused on the preparation of leaders --elinical an.l
otherwise to strengthen nursing’s contribution to health ecare. To
this end, the projeet recommends that graduate programs prepare to
strengthen quality, expand currieular offerings, and increase enroll-
nents.

The task foree defining kinds of nurse-providers needed by the future
health eare svstem identified seven roles requiring master's education,
namely: the elinical speeialist. the nurse practitioner, the elinical re-
soarcher, the teacher. the elinieal administrator, the educational ad-
ministrator, and the organizational leader. At the doctoral level this
list is similar. but upon reflection the reader will recognize the increased
level of expertise: the high-level elinieal speeialist, the rescarcher, the
educator. the elinieal administrator of ecomplex systems, the educational
leader. and the high-level policy negotiator and leader. Neither list is
exhaustive of the positions available in nursing, but it is suggestive
of the project’s suggestions «f the educational preparation required for
various eategories of leadership positions in nursing. '

The discussion that follows will be confined to a deseription of the
clinieal positions envisioned to require graduate education. Character-
isties of practice were not developed for other positions hy the project’s
seminar. And beeause so little time was devoted by the group at large
to defining the characteristies of practice for the clinical specialist and
the nurse practitioner, a rather extensive review from the literature on
functions in role is inctuded. The review is not intended to be exhaustive
but to serve as an aid to the curricutum developer working at the grad-
uate level. '

Reality or “pie in the sky” mentality? The third level of registered
nurse practice may be deseribed as the expanded role of the nurse in
clinical practice. In tertiary care settings this role of the nurse is usually
called elinical specialist and in primary care settings this role is generally
called nurse practitioner. The seminar members long debated the pro-
jected] funetions of those roles but were unable to resolve their different -
views about the labeling. Some believed the role funections to be cssen-
tinlly the same;, therefore meriting the same name. But others felt that
the label nurse practitioner had been coined and used by different dis-
ciplines to describe a unique role for a nurse in primary care. And
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another new role may he emerging for the nurse in solo or group practice
who moves from settinge fo setting with a elient, much as her counterpart
in medicine. '

Thi CLiNICAL SPECIALIST

The role of the rarse ehmelan s now twenty vears old - a pify in
concept irom the theorticians in psyehiatric nursing. The idea of the
clinical specialist has now been well accepted but the work-rel. mas
vet to be elarified. What 1dlews is a discussion of the tasks of the work-
roie as they have evolved nver the last twenty years. They are offered
at some length as a possibie “objective bank’ for the curriculum de-
veloper.

The analvsis of the work-role should begin with Irances Reiter
(1961) - theairst theorist who defined that role in tasks, She suggests
that the ciniea! . pocalist shoulc's

1. Jdevelop vethods for tmproving the quality of care by —
makiniz her own praetice inereasingly meaningful;

growinz in clinieal interest and judgment as well as technical
conperence to hecome an expert;

~designing and directing the giving of care by other individuals
anl groups;

becoming immersed in practice so that her nursing interven-
tion, whether it be palliative, supportive, therapeutic, or pre-
ventive, encompasses the fullest scope of practice possible;

becoming a statl educator and consultant.
2. study nursing events and support nursing research by

~studying a clinieal situation “until she has identified the essence
of the nursing problem” (p. 16);

searching for a solution to the problem presented;

conducting a search for a solution in whichever hodies of science
are “‘pertinent, rather than being limited to a set of known
principles from one or two general applied sciences’ (p. 7).

3. huild interdependent relationships among all health-care providirs

- y, o

taking a collaborative place on the health team especially in
relationship to her eolleagues in medicine.
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In 1964, Crawford added four new tasks. They are:

1.

4.

providing continuity of care for the client -through ditferent set-
tings- to include home, ambulatory clinie, hospital;

carrving her own ease load of elients and making her own appoint-
ments for visits in the clinic;

planning and making clinical follow-tbrough visits to the home;

hecoming a role model for others (1 32).

In 1965, Hhildegarde Peplau suggestel the conceptual competencies
required in the clinical specialist role. The nurse:

1

[\

6.

=1

3.

“beeomes sensitized to problems . . for which nursing as vet
has no definitive answers’’ (p. 28);

“has o broad base of intellectual competencies” (p. 28);
“has mastery of methods to analyze problems” (p. 28);

knows “how to use a theoretical matrix for observations- for
formulating clinical hunches to be puirsued in further clinieal work
or research” (p. 28);

knows “how to apply theory and use resources in the solution of
problems” (p. 28);

“hrings a broader matrix of theory that can be used to note
problems neriting investigation as clinical nuarsing research” (p.
28);

“develops innovitions in practice baserd on emerging new knowl-
edge” (p. 23);

“is a theoretician” (p. 28).

Such a speeialist has greater freedom in her practice and can effect
clinical trials of new ways to approach nursing problems hecauase she
is an expert clinician (p. 25). Therefore, she:

1.

“is first of all a generalist . . . so she can do what is expected
of the staff nurse” (p. 28);

is & model of expertness representing advanced or newly develop-
ing practices to the general stafl nurse: “a model to beat tradition”
(p. 29);

. '

works with the “most complex problems’

6o

in nursing (p. 29);
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SoOWTIe nursing orders

4. hecome an expoert indireet cnne,
Ao establish standards for e

B ecome U l"“ln‘ ool

T Lreome wn CXDUTTENT G Lot Der To ot ey e .

=oondenufy o probieon arens for soadv i e

HOSEeSS INVESLLLIVe COmpetencies:
T artie toueh of namsing's Bteranire,

I toesv Berhinugors weting oo b deveiouing role of e elingenl
soeerabste detined the workorole i anner that o vis parucesiordy
prectse ond clear o readors i related oecupicionss She zaid the elinieal
speeitlst has three commitnents: ot o chinieal proetiee, one 1o ad-
vancine nursiny knowledge, and one to assisting others in develoning

Dich-tevel performanees, She continues . The chinteal narsing speciadist

practices nursing ino o clearly betined aren, appiying speeitie, relevant
theories and knowledees frovs nursing and its allied diseiplines 1o those
peersofis who reqiire nursimg services. The chnieal nursing specialist has
st teehmical skitlss Hes well-developed croblem-soiving abiline s
no torger merely aewdemie exercise, 0 e an ossentiad inteleetual tool
of her pracree” ip 1020
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S TIVING eare N others; as leaving naesing care orders: ox a teacher and
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ine and adjustingg the nursing care plian when a problem arises; as an
cnalvsicat thinker ahout decisions; as a goul evalwitor: and as a possessor
of retined techniead skills™ op. 103 .

Fetter (19610 referred to the elinwal specialist as continually expoet-
Sag ochanpe, as seeking out wavs o medify or smnprove practice, Hut
Beriinger referred 1o inereased tnvolvenent of the nurse in changing
poliey nv natters regarding client care, The ebziead speciahist she de-
~eritbed mnovated and inttated ebuange. She eosadered the “unthink-
chie alternatives,” she doubted the “worth of cherished practices,”
s she had the frosdon to exphore her own funcuons,”

The citmiend ~piahist wis also o coorlinetor o hadson with otner
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possessing first-haned kriowledge of the pathol ey dealt with,
- being u nurse therapist and expety practitioner,

possessing refined elinieal skills and assisting others to develop
high-level performances by

wiving andd demonstrating care,
teaching,
designing, diagnosing needs, and planning nursing care,
madifving and adjusting thay plan,
Intervening in the client’s health-iliness process using
preventive, palliative, supportive, and therapeutic mea-
sures;
5 interdependent hut lrgel v self-directed: the practitioner is -
consultant,
role model 1o other nirses,
role alter to physician in hospitals,
patient advoeate in hospital serting anmd follows (e client to
home and return to chinie;

s direetod toward expecting change, seeking out change, inno “at-
ingLinitiating chinge, and possessing the freedom o explore awn
functions;

2 often direcid toward coordinating the total health eare plan
i the elient

THE NURSE PRACTITIONER

The view that the role of the nurse will change with the nature and
seope of ather interrelaged s¥stems i supported by the development of
anew role for the nurse at the borderline between medical and nursing
practice. The birth of this role his hean fraught with difficulties but ig
thought by <ome 1o be o breakthrough for nirsing in its push toward
professionad status, A byjof history of the evolution of this role may be
fruced morhe Boeranane andd an the thoughts of our nurse practitioner
friends.

Addivionid delininons f Primary cire mav belabor (he point but
tromore ire offeped jor purposes of elaritication,

(Ih
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At the University of Alibama in Birmingham, primary care is defined
as (1) a person’s first contact in any given episode of illness with the
health care system that leads to a decision of what must be done to
help resolve his problem; and (2 the responsibility for the continuum
of eare  that is. maintenance of health, evaluation and management of
symoptoms, and appropriate reforrals, The relationship with physielans
mav be direct or remote. Nurses practicing in primary care are situated
in various settings from urban university centers to the rural arcas; for
the most part they work in ambulatory settings, such as hospital out-
patient departments, physicians’ offices, university elinies, and health
<l<-;>:xrtments (1974).* '

t Texas Woman's University primary care is thought to include the
init I point of contaet with the health care system and an assuranee
of mntl wuing contaet. Primary health care facilides have been defined
as osetting providing serviees to meet the majority of daily personal
health needs. This ineludes the need for preventive and health mainte-
pance program measures, ard for the evaluation and management on a
continuing basis of general discomforts, early complaints, symptoms,
problems, and stable ¢hronie conditions. Most of the patients using
priroary eare health facilities will be ambulatory, not requiring hospitali-
zation or other in-patient =ettings. and use the facility as a locus for
comnrehensive health ecare serviee (1974).** . )

The nurse practitioner iz a member of @ health 4eam. fee ()Y‘l]lnj., to
Toas Wnnmn s University, that servesas the first contaet for individ-
ualz and families seeking serviees. {aeilitating their access to health
eare and to the whole health system. She provides eare to ehients at the
misdle level  between that of the skilled community nurse and the
f:uni!}" physietan. The nurse practitioner uses her nursing background
and skills in counseling. guidance, and health instruetion, and provides
an intensive service in health assessment, diagnosis, and treatment of
froquently oceurring illnesses. She is responsible for the elinieal nanage-
ment of those eases that fall within the scope of her competence. The
nurse practitioner may also coordinite the care given by various medieal
specialists and community agencies.

Controversy has arisen among nurses amld physicians over the use of
i words wurse practitioner. Some elaim that every nurse who practices
i~ nonurse practitioner, but common usage savs that the nurse practi-
tiener is one who his expanded the traditional nursing role and assumed
ML are ér%xt(l.f‘ul to Isobel H.o Thorp, Director of the Pediatrie Nurse Practitioner

Peogram at the Unlyersity of Alabama in Birmingham, for supplyving this informa-
ton.

AV g grateful to Fadith Wreight Director of the Fam:ly Nuorce Clinieian Project at
Pevas Woman's University, for \unp]j.'im: this informaiion.
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imereased responsibility and dnedependenec in providling primary health
eare for individuads and families,

In 1965 the fiest formudized program for nurse practitioners  the
pediatrie nurse associate program  wias developed at the Tniversity
of Colorado Sehool of Nursing in Denver, Sinee that tinwe jnany more
progriuns have been estabhshed throughout the country aimed at pre-
paring not oniy pediatric nwse assoeintes but also family nurse practi-
noners, maternal-infant practitioners, family planning practitioners,
and the like, But the preparation for the role is not yvet institutionalized
into either baccaloareate or graduate programs in nursing, The pro-
grams viny i length and format from intensive on-the-joh preceptor-
ships to two-vear wraduate progeams that prepare nurse elinieians.

The prograan developed in Colorzdo was designed to expand the
traditionad role of the pediatric nurse. [ts aim wias “to prepare profes-
stonal nurses to furnish comprehensive well ehild eare to children of all
aves, to vlentify and appraise acute and ehronie conditions and refer
these patients elsewhere s indicared, wind to evaliate and temporarily
manage emergeney situations unti! necded medieal assistance heeomes
availuble™ (1967, po 1443,

Students in the progran were assigned to feld otfiees tos
mnereds=c their ability 1o assess the physieal and psyehosoeial
development of well ehiidren;
study the varintions of growth patterns:

loarn 1o perform developmental tests and sueh evaduative

proceures us
history-taking,
complete phvsica examinations,
fand ol imuted number of Ldhoratory procedares;
counsel parents in child-rearing prictiee;
CUTTY OUL IMmMmunizations;
aurment preveniive health serviees:

and?inercase the amount of child health supervision in the
comnmmnities i which they practiee (po 1444
Sarme of the questionsz answered by the suecoss of this program were
sl ehients amd paeents aecept the nurse practitioner? (23 will the
time of the phvsicin be congerved” and (30 will the ehildren receive
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adeqguate health care? Fortunately for all involved  nursing, medicine,
children  the answers were a resounding ges. But the questions eon-
tinued to pervade the thinking of both physieians and nuses.

In pursuit of the answers. Andrews und Yankauer (1971 reviewed
the literature on nurse practiaoners for the time period 1963 to 1970,
confining thehr scareit o pediarie ambulatory earve settings where
nurse practitioners were practicing in group practice with phy sicians.
They found that children receive “at the very least equivalent care,”
“parents and stall aceeptance is good,” and Ut phyvsician’s time s
conserved.”

Californix. 1963: “Pavents liked the coneept of the expanded
role of the nurse, but phvsicians and some nurses were less
aceepting;”

California. 1968 69: Concept anld practice of exparcled role
“eaught fire” and is now widely aecepted in state’s publie
health services;

New York OMontefiorer, 1966 Use of experimental and con-
trol groups; experimental group parents aceepted the nurse
well and were <lightly more satisfied with the care they
roceived than eontrol croup parents;”

Colorado, 1967 “Silver found that 71 percent of all patients’
visits to an urban neighborhood health station coulld be
handled by a nurse practitioner alone. About half the ¢hit-
dren were well, half Bl For ancether 11 pereent, the nurse
required telephone conversation with the physician, while
in the remainder, the patient wias referred 1o a physician or
medical factlity for further care™ (pp. 505 65,

Nurses funetioned well in these roles beeiuse, as Moreness empha-
sizes, many funetions and other aspeets of the pediatrie nurse practi-
tioner role e not revolutionary er new o nursing theory. indeed,
hasie nursing cdueation is now inereasing the preparation of nurses in
health maintenance skitts. Howver, the health care svstem in which o
nurse 1= placed has not, until very recently, wlowed hor to use her
potential™ (1970, '

Fahy 19730 fdentitied nine areas ecomposing the scone of medieal
practice, They inclade the practitiones’s ability to:

1. take i thorough medical history,

2. perfarm acomplete physical exaninirion:
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3. develop aoditferential dimrmosis;

4. perform a varieiy of diagnostic tests and procedures;
A, reach a spectfie diagnosis;

6. preseribe a plan of care;

. ecounsel parents and families in regard to health maintenance and
teaching (nutrition. personal hygiene, medical management and
maintenance);

S, recognize forees and resources in a given community that assist
or inhibit individuals and families in coping with their on-going
health-iilness problems;

9. adentify gocial and psveholovical factors inherent in health-illness
situitions thit serve as components of the problen.

Sl eonvinues by stating that “except for the last two, all of the
above nine hawe been hitherto thought 1o be the prerogative of the
physteian to o greater or lesser extent,” Mow it is “believed that the
first four can bhe carried out by three individuals within the health
care industry ™z the physician, the physician’s assistant, and the nurse
practitioner. Itis my further contention,” asserts Dy, Faby, “tha
funenions five through nine are best carried out by two groups - -physi-
cians and nurses  inoan interdependent, collegiad, and collaborative
manner. This il require definivive overlapping and collaborative edu-
cation in hiosd weienees, soft seienees, socializaticn processes. clinieal
preprenties arc ol troinine” aned it s o the realm of strategies
for <having oo cdueating for them that the buole of dependence-
mterdependence will he hoimmered aut” ip 49,

The zeminar imemior: nprojeetea that the traditional role of the com-
munity healdh roose ol expan? o inelude =ome but not 21l of the fol-
fowing for the individua® practtiorer of nursing:

assessing the headih-lllness status of elients by

securmy anvd cording aeompiete fealth history and eritieally
evaluating fndings,

assessio e reiduad and Sunniy health roeds;

wrforming @ complens physiead examinadon using the teehnioues
’ i !

“ obheervidion, anspectior - auewitition  palpation,  percussior,

and communiention;

~y
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developing a differential diagnosis by diserininating bhetween
normal and abnormal findings in heaith history and physical assess-
ment;

performing seleeted diagnostie tests and procedures, sueh as hear-
ing tests, pap smears, pulmonary function tests, selected laborator y
diagnostic tests;

reaching a specifie diagnosis, declding whieh persons ean be served
by nurses and which ones are 1o be referred to physicians and othe:
agencies;

~prescribing a plan of care;

monitoring client’s health un:ler plan preseribed, such as

~eommon medica’ problems: otitis media, sore throat, econ-
junetivits, infant and adult gastroenteritis, pneamonia, uri-
nary tract infeetions, common skin disorders,
stable phases of ehronie illnesses: diabetes. ehronic obstrue-
tion, congestive heart failure, arthritis, hvpertension, arterio-
selerotie disease.
uncomplicated ante- and post-partum care: provides counsel-
ing and guldance to the elient and assists in the selection of
apgropriate contraceptive,
care of minor acerdents to include suturing;;
counseling and teaching clients and families: health maintenance,
putrition, personal hygiene, medieal management, management of
emotional stress;
acting independently in meeting health needs through anticipatory
guidanee and relevant health teaching to promote optimal physica.
and mental heaith and to prevent illness;
recognizing forees and resources in a given community that assist
or inhibit individuals and families in coping with their ongoing
health-illness pre ™ ‘ems;
identifying soeial and pegsehological factors inherent in health-
illness situations:
observes and evaluates the elient’s emotional condition,
recognizes behavior and attitudes that influence individual
and family heaith,

counsels and supports individuals and families;

3
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coordinating health management:
collaborates in devising ways to deliver health care,
advocates clients’ interest from home to clinie to hospital,
nakes home visits. school' visits, visits to industries,

cares for the aged: conducts elinies, visits home and extended
care facility. .
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CHAPTER 4

A Taxonomy of Nursing Competencies

The collocation of kinds and types of nurse-providers matched to
corresponding sets of nurse behaviors was derived from a model of
nursing practice adopted early in the deliberations of the seminar. The
model was based on old and new ideas and then synthesized into a
paradigm that could be used for planning curricular structure. (Please
see chapter 2 for a discussion of the model.)

It was assumed by the participants that the nursing role could be
broadly classified into sets of behaviors known in the aggregate as the
nursing process. Moreover, each serviee occupation has like procedures
that ean be categorized into a process for appraising the client’s pre-
senting problem, deciding upon a remedy, devising a strategy for al-
ministering the remedy, and evaluating the results of its application.
The question facing the projeet participants was how much of this
process is essentially cognitive, how much affective, and how much
technical proficiency. In addition, the ewerging role for the nurse
practitioner has raised a further question of where the borderline be-
tween medical and nursing practice Hes. Will the nurse continue to be
engaged predominantly in giving “care’’, as she always has, or will her
functions now extend to eure, the traditional provin-. of the physician?

But the care-cure dichotomy is a false one because care is an im-
portant part of the vrovinee of the physician also. Thomas (1972) ob-
served as a physician that:

Now that science has entered medieine in full foree, we must
bhegin to sort out our affairs. From now on we will need, as
never before, to keep these central enterprises - to cure, to re-
fleve, to comfort  elearly separated from eaeh other in our
minds. They do not really overlap, but we tend to view them—-
and the publie, of course, takes the same vieyw --as though they
were all of a piece, all the same body of t('-ch\()logy, all derived
from seience, all modern . . . land] . .. we «§ not like to con-
fess to ourselves that so many of the things that we do are
provided simply for comfort and reassurapice. Somehow,
these have eome to seem less significant produdts than a cure,
so we try, conseliously or unconsciously, to pretf;t_ui that there
1s more continuity than is really there, that ever&},hing we do
is directed toward the same end (p. 32).

753 7
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Instead of the usual dichotomies  such as the care-cure one men-,
tioned above it is moce helpful to think of the activities of the person
practicing in o service occupation as i process, such as in the case of
nursing. the nursing process, or in the case of medicine, the therapeutic
process. Fach health care diseipline differs from the next in the scope
of these activities it considers central to its work, but there is no doubt
that many activities and purposes are shared. Each profession appraises
the elient’s presenting problem, decides upon a solation. devises @ plan
for accomplishing the remedy selected, implements the plan, and eval-
nates its application,

The nursing process is well enuneiated in the National League far
Nursing's publieation entitled Characteristics of Bacealaaiode FEducation
ro Nursing, For example:

assess, plan. Dwplement, and eraluate nursing care with
clients  inedividuals, famihies. commarnities,

utilize theoretical and empirical knowledge from the physical
and bebavioral setenees and hamanities as a source for mak-
fng nurstng praclice decisiins.

utilize decision-making theories in determining care plans,
desigus, or Dnterventions for achieving comprehensive nursing
vonls,

Pt nuesing interventions as hypotheses to be tested,
antivipats wovariety of consequiences andd make predictions;
amd seleet and eraluate the cifectiveness of alternate ap-
proaches (p. 1o italies ours,,

The rendering of the nursing process into speciiie behaviors  intel-
lectual, human, and technienl  was a task the seminar members
diligently pursucd during much of the time they spent together. The
immedinely following seetions of this chaple  present their work
cedited and sometimes rearranged by statt and ecnsaltants.,

CONCEPTUAL COMPETENCIES

The ability to use intelleetual processes ditferentiates more than
any other variable  the beginning worker from one who enters the
system at ahigher level or advanees to higher levels via relevant clinieal
experience. The task foree that deseribern] the varving tevels of conceptual
competencies profounly felt that the abilny to use intelleetual pro-
cesses wis enhaneed by the acquisition of meaningful information sub-
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sequent!y ealled by them the haowledve bise” The cognitive process,
they conehided, is the same for all Tevels of nurse-providers but it oas
enhanced by knowimy what elinical ctes to observe, Bow their con-
figurations are important, what prohable inferences to muke about
thern, what nursing steieegies will correer an unbalanesd physiolowiedd
or emotional stare i the client, aned ow oo cuadunte the effectiveness
of the nursing aet: Cles selected, And 1 this distiretion this Knowe
g - that differentiates the separte levers of nursing practce.
Fassentiadly there are two o and mavhbe maore wivs of knowing ase |
by the nurse in performing chinteal services, The tirst mayv be thournt
of as theoretieal, that ix, the ability to reason from necessary relations
between o configuration to a subset of lesser cues or s I the oby-
server possesses suflicient theoreiieal knowledze well-grounded in fact
i, indeed, he or she is so contident of the relations hetween the con-
firation amd the relevant subset as to argae that the svstem aned
the subsvstem have @ necessiry relation upon chserving the sub-
svstem she mayv assert that dhe contiguration s present. This s a form
1503Ust s good asoond no better

tovte s alsn used

of deductive Towe, and the araument 1s
than, the knowl
but less frequenty in chmea! events tend oaations of an immediate
nature.

The deseription of shus Rined of Utheoretiend” knowving s senerally

choe on whieh s based Taduaetive

familiar to carriculum workers viae Bloom’™s tiovonomy,
Dyrawing literally from this souree, the tash aronp detmed coneeprual
comperencies i the fearned ahinty of theomilrse oo perform those et

Ithes thats:
FOEne cues 0 he chinieid evenn:
identify needs and resourees;

arcdVvze and avaihoesze Lnowdedee mto cliniend dectone an i
sotditive prrocesses into new vnderstardines s e s

ol copeeptualizing events and sitwtions;

ereale new Riowh-lge and new processes

These abilities mey be Hroaedbs clssibead Deo s nasires Do

seelny, obhservimg and recorneang hensyiorad, o aysiobogiend,
and environmental caes;
WWDTASINE, BRECRIITUL 0T CNINCLINY ciies o The badls of

.
soandardizet eriteri wndd
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CONCEPTUAL COMPETENCIES:
GENERAL

Recognizes Information
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ADN

Predicts (Goes Beyond Information
Given)

Anticipates outcomes
within a system

hetween svstems

Develops
New or differentideas and proposals
within = system
between systems
Evaiuates Feedback Informztion
From Cues, Events, Situatiens
Behaviort
Physiologicali
Environmentalt
Within a system:

Between systemst |

Creates New Knowledge
Ways of conceptualizing
Ways of doing

Principles-concepts theort2s

N R

BSN | MSN

DSN

J |

i
| .
fAcdels |
PWIith vurvieg levels of complesity as deseribed in the characteristies of pract.ce,
above,
34
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The seminar’= treh oo oo coneepted oo et i mande the Jol.
fowWing assumptions:

. Phe contiive proces< s prefoun v cfoet ooy 1

e complexiiy of
the nursing evenis or sitaetions with svideh the surse muost deal, Cone-
soquently, the elinead speciadist requdres more information for her
praciice than Jloes the bhoginaing practition e in seeondary care. So 1t
can be assumed that the vver the amonnt of releviat information
possessed by the nuese. the more will be dor abilite todeal effeetively
with vompbex variabies inany situation. Cormplexity varies with:

the nature of the client,
his plaee in the Bealih-illness continman,

whether the client B0 an individaal, group, organization,
sommunity,

the natuce oF contral conecining the decision-making pro-

[QEEANS

’

the nember of cvstems or sabsystems involvid in the de-

¢.=lon,

the settings for se1vives,

(Please see chaprer 2 for dednition of the client and the projeet’s
moel of nuesi ¢ practic:; .

2. The durtion of tne cfleet of the nurse’s intervention is also a
factor m the copniti.o provess Consequently the larger the range of
infoomation proesssed by the nurse, the greates will be her abijity to
deal effeetivdly and simultancously with the many complex variables
in any nursing event, and to predict and manipulate both the immediate
and Tong-term efieet of her intervention She knows the half-life of in-
forma.ion. AMoreover, the smaller the knowledge base possessed by the
nurse. ten e more circumsertbed i< her abilivy 1o prediet and manip-
ulate the nuesing event for the hetterment of Ter ¢lient’s welfare as n
rostlt of her interventinn; therefore, she tends to deal with the im-
mediat and he conerete,

50 s s stated in the taxonomy, the sk foree members felt that
the oraennt of information known to the purse if large  would en-
Sanes Per shitity tasageess hypotheses !l alternative courses of aeticn
andd e sequentdy hier skill o ditferentice among them. And the more
TexiHle nos cownitive <tvle, the more methods of inquiry known to her.
ther the 5. e likely she s fo supgest new proposids. to plan alterna-
tives. and to recognize constraint s,
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ot climend e eanne: e forgotten that cognitive be-
haviors  resuliies o funetoned codd Baman behaviors have conse-
queness for the cilent that ranee from the oprmal 1o the dizastrous.
Therefore, 1t cas asaamed that more information will fead to more
abtHiv o et conscanenees in o vivdety of hendth eare settings.
Prediction of the bopwec on 1 elient of the nurse’s declston vartes
with

the mituee oF the cHent.

the tinpe pvolyod tomedite to fone-termo in the rsing
[EASRIRN N

the cnorgy an aoney evpended o required,

the resultine or vor comirant Gauma tphesiological, emo-
ttonal, ecoingieal

the woc 0 cons gquenees of the bohaviors of those persons
S e natior-s at issue.

S0 The persoaadioy attributes of the practitvoner also intluenee the
coonoive prooesc, sithoagh less for immediate than for fong-term deei-
stons and prediets s, Persons vary in cognitive stvle from relational to
nedise s thinkers, Thev alse vary in thelr ability to influence others or
1o atvact the o to a particular program by thelr charismatic wuys,
Creativie, als - avies from nurse to nurse but afteets her deeisions and
plenni- 7 profoundly.

6 The epvitonmental 2etting often determines the need for a nurse
with ceore or less coneeptual abilities, [t s the range of cues that the
nuree .ust eecss, both in number and diversiiy, that determines which
nurse should b doing what in the environmental setting:

ihe Toes the number of cues to be evaluated, then the less
infornation the nurse requires:
she more open and flexible the cognitive process of the

nurse, then the less need for a structured environment;
the more probable outeomes she knows, then the more wili-
ing she will be to take risks.
The larger the knowledge brse possessed by the nurse, the greater

will be her ability v inerease her

snan of responsibility
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perception of reality

understamnding of the varving relationzhips conong =ub-
svstemns and therefore her ability to intervene and manipu-
e factors 1o reach more optimal stites,

We must understand what man =00 . To unederstand him
15 to unederstand the world, for heois <similaoe to the workld in
s construction, He s the microcosm, the maerocosnt in
miniature,

The Carada Sanihita

HUMAN COMPETENCIES

The hman abilities requisite for nursing practice woere identified by
a spectid tusk o wroap of project members compozed of both edueators
and practitioners, Thedr interests varied, their scttings for practice dif-
“ered, and ther teaching expertize was divided among the existing levels
of nursing cduceation. This group met 2everal times during the course
of the project often generating heated diseusqsions and calminated
their offorts oniy Jast vear at an all-day.meeting, The group insisted
antil the very end that the human abilities of the nurse could not he
separated from the int o cruad and funetional ones even for purposes
of study, but nareed that their end produet was o worthwhite document
from which others could benetit, if only in a heuristic way.

The task force defined human competencies as learned abilities or
given aptitudes to perform interactive behaviors that are designed for
the freilitation of self or others in o particular environment. Human
abilities, the task aroup said, ave a vehiele for personadized implementa-
tion of intelleetual and technieal competencies, and they often cannot
be accomplizhed apart from them. To phraze this idea in another way,
it might be said that human o ftes are a synergistie process through
which intellectunl competencies e merged with teehnical behaviors
and bhecome oumanized.

These abilities may be broadly elassified into measures for:

interperzonal Interaction (hetwoen twa or more personsy;
intrapersonal interaction (hetween the cognitive and allee-

tve seft.

Interiction oceurs with or without overt communication and it ereates
change ot varving svstem levels inindividuals, groups, organizaticns,
communitios, or even larger systems,
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Speciticatly hunan abitittes consist of the use of the self to:

develop o semse of trust and comfort inan interpersonal
relitionship;

fovelopenpathy for and aeeeptanee of te other’s hehavior;
coritnunieiate with others:

establish muetaal and reciproeal working relationships witl
clients. )

The assumptions macde by the tash group working on the taxonomy
of humun competencies are;

1. Human abilities can be "earned by ineretsing the amount of in-
formation known to the nurse, by trial and crror or experiential learn-
ing, by imitation of madels, or by other relevant wavs, but the self-
saome ahiliaes are internalized by the nurse at a higher level of cogni-
tion, Intelleerual knowing is one thing, pathos another, but both are
involved with developing a relationship significant to the participants.

2. (v of the variables coneerned with the internalization of knowl-
edae and pathos by individuals is 4 cognitive sereen through which
the nurs ~ observations must pass before they are charged with mean-
ing. Therefore, it seemed rationad to believe that the more holistic the
understanding of the human condition possessed by the nurse, the more
open the sereen, then the greater her ability to deal with the complexities
of intrie- and invrpersonal interactiens, Complexity is determined by

the nurse’s sensitivity 1o elf and others:

the nurse’s Hexibility, particularly as it relates to her
ability to assess persons and situations and to recognize
alternative methaods of erisis or problem vesolution®;

the nurse’s tolerance for ambigulty;

the nurse’s ability to communicate with others both overtly
and covertly.
3.0 Another of the variables concerned with the internalization of
pathos by individuals is onee again a pereeptual one. That is to say,
the more the nurse is able to conceptualize life’s small moments and
developmental eras from the viewpoint of the other, to relate to the

*The task group suspected that this variable was related to Rokeach’s “open and
’

closed mind™ notions aboue personality.
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other in his own frame of veference, then the more will b her ability
to ereiate an interoersonad reliationship that is meaningful to the chient.

4. Prrotional meourioy is another cogent factor in the development
of human abitities. The less caocentrie the neads of the narse are, the
less defensive she 1s. thien the more Is her desive to help others, to find
self-readization in her own thourhts and aetions, and. consequently,
the more s her ability to relate to others inamanner that s warm aned
positive.

5. The more positive the self-concept of the nurse, the more know-
ing and accepting <he i< of her own behavior. the more she reeognizes
her own capabilitie= and Hadiations, then the greater s her ability to
interact comfortably with others and have them respond ina like
manner,

6. Another of the often overlooked faetors coneerned with the de-

clopment of buman abilities is the nuese's vidue system. The more

humanistic the mind-set, the broader the value system, the greater
the respeet the nurse has for the human condition (including man’s
potentials and limitations), the greater her capacity for causing a
positive change in the thinking and behavior of the other.

7. The need is paramount for the nurse to remain as ohjective as
possible in her observations of behavior and in her interpreiation of
situations. It was assumed, in fact, that the more the nurse is able to
divoree Lersell from current soctal constraints or prevalent and faddish
theories of hehavier, then the more open she could be in interacting
effectively with the othor.

8. The nurse is more able in human abilities when she recognizes her
own self-bounduaries (1.e., recognizes her awn feelings and distinguishes
them from those of others, deseribes her own likes and dislikes, expresses
her own value system and personal goals) and 1s open_to experience
without being threatened or overwhelmed. s

9. Students learn human abilities in a hierarchieal fashion. They
st learn comfort and courtesy measures, and with this learning taey

ecome more aware of themselves as persons, Their awareness further
in. os as they learn to bhe empathetic and aceepting of the other’s
behavior. 1t is only then that the learner cian begin to establish mutual
and reeiprocal interpersonal relationships that are the therapeutie
tools for helping the other. Graphically this process is shown in Figure 6.
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MUTUAL AND RECIPROCAL INTERPERSONAL
WORKING NELATIONSHIP

% (tool of therapeutic relationships)
E- . X Lo
O EMPATHY AND ACCEPTANCE OF OTHER'S t;)
z

OR L
g BEHAVIOR &
= (awareness of cthers begins) S
3 .

\
-
-

(

COMFPORT AND COURTLESY

VALUES AND EXPECTATIONS

(self-awnreness hovins) !

Figure 6

Jasie programs tend 1o Took at the beral arts courses
mainly in terms of hew mueh knowledwe can be “used™ in
nursing, rather than as liberihizine, humanizing intlucnces
that sreeteh the minds and thourht of the students

Hitdegarde Peplan

We edueators know very little about how human abilitios are learned;
our assumptions about these matters are therefore very much colored
by the schools we have attended or the personality theorists who have
spoken to our own unique psyehie needs, The task foree working en
identifving human abilities ofter reached impasses in deology, but in

strospeet 1t is more than interesting to compare the assumptions of
this group with those of Arthur W, Combe at the University of
Florida.

For more thun twelve years the psvebolbay department at the Uni-
versity of Florida has produced @ serli of research stailies on good
and poor practitioners in the various helping professions, including
coltege and publie school teaching, narsing, counzeling, and the rela-
tionship of priests to parishioners,

Dr. Combs {1971) reports that:

In our research we found clear differences between the good
helpers and the poor ones on ihe basis of their behiefs abzut five
major arcas. The {irst was their beliefs about the important
90
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formulic vou put injn the first place, what we eall the program
(p. .

It s impertant for persons engaged in the tyaining of practi-
tioners 1o understand the seholar-practitioner distinetion, he-
cause they call for quite different qpproaches to the problems
of education. The training of seholyrs can be highly academie:
the training of practitioners must he personal and experiential.
What is more, 1 st he updersiood the seholars and the
practitioners are likely never to understand or approve of cach
other. In medicine, for example, there are the practitioners, the
clinieians, the doegors; hut thie scholars, the biologists, sind
people with the Phipys they look at those who are practicing
medicine and say, <0h, my God, how unseientific -can vou
get?” {p. 21, ’
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HUMAN COMPETENCIES IN
NURSING PRACTICE
Role Adaptation
Reflects on own actions
Strives for objectivity
Realizes self-accountability
Maintains reality orientation
Maintains probability orientation
Achieves insight
Becomes self-aware

strives for development of self-
awareness

maintains seif-awareness
Feels secure in own self-worth
Uses intuition effectively

Maintains adaptability and
flexibility

Develops and maintains social
consciousness

Interactional Adaptation: Attitudinal
(what the nurse feels in her own role
adaptation)

Feels warmth, concern, respect for
client

Desires to give protection, support,
and recognition

Trusts, believes, has faith in client’s
self-processes

Trusts behavior to have meaning;
always goal-directed

Feels commitment and responsi-
bility

BSN

MSN

DSN
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Interactional Adaptaticn: Attitudinal
(cont.)

Appreciates indiviJual worth ond
uniqueness”

Appreciates reciprocalness in
interpersonal processes

Empathizes with client in relation
to:

cultural identity

belief and value system

ways of perceiving and knowing
personality structure

Understands that all behavior is
goal-directed

Feels unconditional positive regard
for cliert

Maintains holistic interest in an
understanding of the nature of
man

interactional Adaptation: Behavioral
(how the nurse behaves and how it
can be interpreted by others)

Focuses on others (expresses inter-
est, offers assistance, able to
make others laugh, diverts, rein-
forces desired responses, shows
concern and interest that may be
interpreted as affability, warmth,
caring, respect: introduces self,
calls client by name, fooks di-
rectly at client, touches, listens,
responds to questions, provides
information, elicits information,
maintains availability)

[ oon

*Levels of appreciation may vary from ‘‘does not impose own values’ to *respects

client's life choices.”
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{ ADN | BSN | MSN DSN‘J{
Interactional Adaptation: tiehavioral i
{cont.)

Respects and maintains self-
boundarizst (recognizes own feel-
ings and behefs and distinguishes
them from client's feelings and
beliefs; expresses own value sys-
tem and personal goals; is open
to experience without being
threatened or overvheimed)

Accepts negative feelings from
client

dependence

aggression and hostility: overt
covert

rejection: overt
covert

Perceives, respects, and considers
relationships between interper-
sonal systems; views individual in
context of socia! milieut

Perceives client as a tota! system

believes in potentialities
respects dacisions
accepts limitations

Perceives, re'pects, and considers
client’s personal spacet

Uses other's frame of referencet

Accepts client’s positive regard as
manifested by his positive be-
havior

Respects and considers client’s
needs and their priority to him

tLevels of this dimension vary.
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Interactional Adaptation: Synthesis
(accommodation of attitudinal and
behavioral interactional adaptation)

Protects and supports

Accepts sthers noncritically
accepts limitatiors
recognizes potentialities

feels unccanditional positive
regard

Nurtures by strengthening, comfort-
ing, consoling, and sharing

Develops rapport
listens
promotes growth
fosters self-realization
Evokes data of an emotional nature
listens
deliberately and verballyt

Interprets data and makes appéo-
« priate for client}

Deals appropriately with normal
responses (overt/covert)

Helps client deal with stresst —
Helps client deal with dissonance
deals with client’s corflicts
recognizes
manages

resolves

tLevels of this dimension vary.

101

. 98

ADN

BSN

MSN

DSN




(cont.)

Helps client deal with dissonance
(cont.)

] MSN T DSNi]
Interactional Adaptation: Synthesis I i T
|
|
reconciles conflicting needs
intervenes in crisis
suggesté alternatives:
recognizes
creates
Deals with abnormal respoiises
overi
covert
Helps groups to deal with stress
usual
abnormal

Assists clients to achieve growth
and understanding

listens
anaiyzes

promotes ~t'i-realization

Guides. 'irects, activates and
struciures events and situations

Motivates, acts as a catalyst, moves
clients toward a solution

Facilitates ‘
Sets limits
Compromises
Teaches clients

Demonstrates
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Interactional Adaptation: Synthesis i
(cont.)

Structures interpersonal interac-
tions according to client's:

belief system

value system

personality structure
Knows timing

Coordinates

Collaborates
Manipulates
Consults
Models

FUNCTIONAL COMPETENCIES

Functional competencies, when separated from intellectual or af-
foetive abilities, are easily taught and learned but they are never used
exclusively.

Functional competencies were defined by the project members as the
learned ability to perform competently those activities that:

—-are basically psychomotor or manipulative;

— insure physical comfort and safety for the client;

- -implement diagnostic, preventive, and treatment modalities
and protocols.

Functional competencies may be broadly classified into measures for:

--comfort, hygiene, and safety;
—-nutrition, fluids. excretion, and secretion;
~—diagnosis and treatinent.

But technical tasks and competencics change as do health care prob-
lems confronted by a particular culture. In our own society within the
next twenty to forty years there will be shifts in the population’s
mean age, an increase in sociocultural diseases, a shift from care highly
oriented to illness to delivery strategies aimed at preventing disease
and promoting health. As the focus changes in these areas, the public
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mandite to nurses will change, necessitating the acquisition of new
technical skills by the nurse as her old ones obsolesce and disappear.

Moreover, technologies will expand and improve in acute illness care
causing the spectfie tasks in nursing services to change. Now discoveries
and more scientiiie knowlodge will modify the nurse’s aetivities. Nurses
will be required to acquire new funetional abilities on 2 continuing
basis. There are predieted changes in the population ratios, in new
kinds of health tasks, in communication technology, in health care
delivery patterns, and in the balance of power between providers and
the public. New funectional abilities will be mandated for nurses by
these changes. The blurring of roles for health care providers will also
oblige nurses to acquire new skills.

The task group working on the taxonomy of functional competencies
made the following assumptions: .

1. The greater the understanding of biophysical processes possessed
by the nurse. then the more is her ability to deal effeetively with eomplex
variables in nursing events and situations of a highly technical nature.
Complexity varies with the need for maintaining or manipulating
various system levels (ie., eells, organs, systems, organisms) or the
interrelationships within and between them.

2. The setting for practice also influences the decision about which
nurse should be practicing there. The more structured or controlled
the setting in which nursing events or situations occur, then the-more
back-up support and dircet supervision should be available. Fuhetional
tasks may be delegated to workers with less cognitive and human skills
when expert help is readily available. Or to phrase this notibn in a
slightly different manner, the greater the understanding of bioﬁhysical
processes possessed by the nurse, the greater the number of lesstknowl-
edgeable assistants for whomn she may accept responsibility. Selected
technical tasks may be performed safely by those who lack a\broad
understanding of physiological processes if adequate and immediate
supervision is available.

3. The greater the degree of acute physiological illness, then thé more
technical tasks there are to be performed usually. The more severe the
degree of illness, the greater the nced for direct care to be given by
nurses with more understanding of biophysiologieal reactions.

4. The more complex the nursing situation is, then the more highly
developed and interrelated the skills reguired including functional, con-
ceptual, and human ones.

5. Students learn funetional skills by practicing them. And there is
no substitute for practicing these skills in the “human” laboratory,
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on the clinical units, in the medical and nursing elinies. Funetional
skills obsolesce if not practiced consistently.
Graphically the assumptions are shown in Figure 7.

Diagnosis and Treatment

Nutrition, Fluids,
Excretion, Secretion

Long-Range Health Futures
Rapidiy Changing Technology
Blurring of
Health-Care Provider Roles

Comfort, Hygiene, Safety

Figure 7

Functional Skills Paradigm
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FUNCTIONAL COMPETENCIES IN | f ! ;
NURZING PRACTICE ! ! i

Comfort
Positioning
Ambulating

Manipulation and control of im-
mediate environment: e.g., noise,
temperature, humidity, sensory
input, bed linens, accessories

Hygiene

Maintain and restore integrity of
skin, mucous membrane and ap-
pendages

Basic care of intact skin and simple
prostheses (eyeglasses and den-
tures)

Advanced care of decubiti, os-
tomies, and braces

Safety
Protection against infection

aseptic techniques including
isolation procedures

basic environmental hygiene

proper use, care, and disinfection
of equipment

Protection against environment

insure safety of basic equipment
prior to and during usc: e.g.,.

wheel! locks, Stryker frames,
wheel chairs, hot water bottles

insure safety of advanced equip-

ment prior to and during use:
e.g., electrical equipment, spe-
cialty equipment
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Safety (cont.)
Prowechon aiamst setf and otners

use of restraints, both physical

and environmental, ncluding
bed rals, drug security and

othier necessary measures

Nutrition and Fluid

Preparation for nutntional and
fluid intahke

Establish, admumisier, and monitor
route

per OS
per tube

parenterally

Excretion and Secretion
fMeasure and estimate fluid losses

Descrihe attributes of fluid, ex-
cretoty, and secretory losses

Provide for secretion-excretion
removal

basic—oral, pharyngeal, sucticn,
enemas

advanced-—clapping and percus-
sive respiratory techniques

tracheal suctioning
catheterization
pastric aspiration

Estatlish and maintain drainage
systems

simple: e.g., humidifiers, nebu-
lizers, Isotettes

complex. e.g., M.A.l, Bourne,
Emerson
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ADN | BSN MSG DSN

Treatment (cont.) !
Perform minor surgery (cont.)
perform resuscitative measures

basic: artificial respiration, ex- |

ternal cardiac massage m‘

advanced: emergency trache-
ostomy, defibriliation

deliver babies
post-mortem

occupationa! and recreational
therapy %

religious sacraments
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CHAPTER 5

An Overview of the Theoretical Framework

The purpose of this section is to summarize the assumptions, upon
which the work of the projeet is based. EKach assumption is listed in its
simplest form and offered for its heuristic value to the curriculum de-
veloper. In the preceding volume, A Workbook on the Environments of
Nursing, these assumptions were explained in detail.

SYSTEMS THEORY

The lirst assumption 1S the notion of “‘systems”. amd “systeins
theory.” This notion is at the core of the project’s products, schemas,
taxonomies, recommiendations, Systems theory was selected hecause
it was the best means of Pagsage from the present to the future: All
other assumptions follow from this one,

HEALTH CARE

Health care may be defingd as an interdependent system eoraposed
of a set of service components and, as such. js as susceptible to change
caused by soeial issues and gdvances as are other svstems in society,
such as education, government, organized religion, or an even more ab-
stract system such as science,

The weight of opinion about the place of health care in society has
changed to the belief that health care is every person’s right, and the
public is demanding. throygh social and governmental processes,
equitable health care for all ¢jtizens. As a consequence Congress is con-
cerning itsclf with a governmental plan for the national distribution of
health services iand national health financing will he forthcoming within
the next deeade. When this event happens, the health care system will
compete with other social interests for its share of the tax dollar; one-
half of healtu care costs are jikely to he funded nationally.

The balance of power concerning health poliey determination is
changing. More than ever hefore in our history, the control of health
policy and funding will be legs exclusively in the hands of health care
professionals. A change in the mixture of public and private health care
delivery systems, resulting from national health financing, will neces-
sitate more attention being given to regulating the interrelationship be-
tween the two. National and ‘or regional health poliey boards will be
established.
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The public sector of health care is likely to be reorganized by one
of several different structures: (1) categories of care (primary, secon-
dary, tertiary); (2) health maintenance organizations with tie-in to
secondary and tertiary centers; or (3) a regionalization-of-services plan.
Health maintenance and disease prevention models will include the use
of sophisticated technology and especially multiphasic screening that
assists in differentiating the healthy client, the early sick client, and’
the ill client.

The role of the hospital will echange when disease prevention and
health promotion become a reality. Secondary care centers will continue
to provide services for routine surgeries, deliveries, and treatment of
diseases presenting acute episodes. Emergency services with backup—
via telephone, television, and helicopter services-—from tertiary centers
wjll expand: Tertiary care centers will provide services for complex
surgeries, treatment of complicated and rare illnesses in acute episodes,
research, teaching, and monitoring of primary and secondary care.
The whole process of care and cure in hospitals will be more intense
and complex.

Health care in this country is currently in the first stages of a sig-
nificant shift in attention from illness care and cure toward preventive
care and the maintenance of health. We cannot expect the physician to
he the inevitable first contact for clients entering the health care sys-
tem, hecause there are too few general practitioners, pediatricians, and
internists. There also exists an underutilization of some health care
providers, and a maldistribution of others.

Many of the major causitive factors of disease in thls country are
now thought to be socioculturally determined; however, medical care
continues to be focused on the traditional biophysical areas. The bio-
medical technology used for the treatment of acute ilinesses has attained
great power, but the controls over its use have been essentially laissez-
faire. and the free enterprise system of health services so ineffectual that
medical care may now be in a stage similar to that at the end of World
War I when the probability of a patient’s benefiting from treatment
was as low as 50 percent or léss. Quite apart from the issue of safety,
the efficacy of high technology services is more and more questionable in
the light of the increasing median age of the population and the shift
from acute to chronic ‘patterns of disease (Battistella, 1976).

Nursing is one of the major sectors of the health care system: Seen
from the point of view of systems theory, nursing is a critical subsystem,
a part of an interdisciplinary effort to promote and maintain health,
prevent disease and disability, to care for, cure, and rehabilitate the
sick. Nursing shares with other disciplines the responsibility to provide
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services that foster the highest potential level of wellness for every
individual, family, and comn unity.

As a result of the predicted changes in health care services, however,
the roles for some nurses will be expanded and changed. When the
larger system of pr_mary care services hecomes a reality, the knowledge
base of each health care occupation will become increasingly shared
with other health care ‘lisciplines.

Roles for nurses are emerging in disease prevention, health mainte-
nance, long-term management of chronic illness, gerontology, the man-
agement of stress, community planning, and health eduecation. And
these new roles exist in the largest area of unmet health needs, in pri-
mary care, and nurses are eapable of making a major contribution in
this arena.

Moreover, national hezlth care financing will result in a new public
mandate to nurses: to provide a larger share of direct p..mary services.
In the public sector, ti+ nurse is likely to become the gate-keeper to
the entire system of health care. She 'will: (1) assess the health-illness
status of clients seeking entry to the system; (2) treat clients presenting
minor pathological conditions; (3) screen and cefer clients needing
assistance beyond her competence to treat; (4) manage the long-term
care of clients with chronic health problems; and () teach the basic
health promotion concepts.

Nurses will continue to fulfill the traditional role i\ hespital and
community settings. Traditional roles in nursing are not likely to shange
with the passage of time, or change in geographic setting, or r.ew de-
velopments in medical diagnosis and treatment. Certain activities for
the nurse in these roles will change, certain methods of practice will
change, but the central purpose of the traditional role will not change.
Particularly the role of the nurse in secondary care settings is not
likely to change in purpose or function.

Two expanded roles for nurses are emerging in acute care settings.
One is that of the nurse specialist practicing in the intensive care areas
of medical centers or researeh hospitals; it includes coronary care, in-
tensive newborn car:. burn care, post-operative care for experimental
and complex surgery, emergency and other trauma, and medical care
for the eritically ill. The other role is that of the nurse clinician, “'the
generalist who is a specialist,” who is theoretician, practitioner, re-
searcher, consultant, and staff teacher to other nurses both as individ-
uals and as groups. The role of nurse clinician was designed to be analo-
gous to the medical elinician so that a role complement --an alter to the
physician-- would exist in acute care settings.
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A role structure with like meamirg for the practitioner and employer
should be as follows: N

A. The beginning level of nursing practice is peopled with vocational
nurses who are nurse-providers that serve as assistants to other nurses
licensed to practice ‘‘professional’”’ nursing*.

B. The first level of professional nursing practice is peopled with
nurses whe ave supervised stafl workers caring for clients who are ex-
periencing acute or chronic illnesses that are ecemmon and well-defined.
Thiese elicnts have been identified by other more hivhly knowledgeable
hcaith care providers as being ill, in need of diagn.stic evaluation, or
routine haulir-illness monitoring. This nurs - provider continues the
practice of the traditional nursing role . ... s irvoived with nursing
processes that are standardized, in commesn us s, and dieted toward
alleviating both biophysical and psychosoris. protlans.

C. The second level of professional nursing {:-actice is peopled with
nurses who have a greater depth of knowledge about nursing processes
in both acute and primary care settings. In acute care settings the
nurse’s practice is focused on clients experiencing acute illness episodes
and presenting problems that are uncommon and complex. In primary
care settings the practice of the nurse is directed toward maintaining
and promoting the client’s health. and alleviating minr: athological
conditions. The presenting or continuing problems of i - :lient may
need the immediate attention of the nurse or she may ..:ed to modify
her nursing processes to adapt to an unexpected event presented by
the client. In acute care units, the nurse cares for clients whose health-
illness problems are common and recurring or convalescent, gives lead-
ership to other less knowledgeable workers, and serves them as teacher
and consultant.

D. The third level of professional nursing practice is peopled with
nurses who care for clients presenting multivariant problems that are
complex and interrelated. This nurse possesses expert clinical jucgment
and technical competence in direct client care, She is not only a role
model of expertness but an experiential teacher and consultant to other
nurses and other types of health care providers. She assesses both pre-
senting and continuing problems, infers a solution, and implements her

- plan of care whether it is preventive, palliative, supportive, or thera-

peutic. This nurse studies a clinical situation until she has identified
the essence of the nursing problem and then searches for a solution in
whichever bodies of knowtedge are applicable. She has a broad base of
intellectual competencies and a matrix of theory that can be used in
determining problems meriting investigation as clinical nursing re-

*In this context profrssional vursing has traditionally meant the registered nurse.
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search. By working with the most complex problems in nursing, this
nurse studies the nature of such problems and provides a literature -~
clinical papers. clinical research -that helps to revise the general prac-
tice of nursing. This nurse may have cither generalist or specialist skills
and abilities. She funetions as an independent practitioner and an in-
terdependent member of the health team. This nurse functions in all
settings where health-iliness eare is given but may be known as a “nurse
practitioner” in primary care settings and as a “clinical specialist” in
acute care settings.

F. The fourth level of linical practice is peopled by nurses whose
practice is directed into suirspecialization in an area of clinival interest.
The scope of practice narrows but the depth of understanding inereases.
The practice is directed toward clients who present highly complex
problems that are limited to the praetitioner’s specialty.

HIGHER EDUCATION

Nursing education is a part of an interdepencdent system of higher ‘
education that is changing more rapidly than ever before in its history.
1t is no longer true that it takes thirty or (fty years for a new idea to
be incorporated into the mainstream of education” (Smith, 1974, 1.
37). In fact, diversity has become the idée fixe of the decade. ‘

There is a new student in higher education--the older, the employed,
the less academically talented —who is demanding that education be
made available at more times and in more places. There is a correspond-
ing decrease in the homogeneity of the student body. There is a decreas-
ing amount of common abilities and aptitudes, common goals and pur-
poses, overall ways of learning and knowing. There are growing ciffer-
ences in life-styles.

This new stucdent is also demanding erédit by examination, advanced
plicement. and course extension. “The domain of credit by examination
lies botween the closed state of the classrocm and the open ficld of
experiential learning. . . . Long in the backwater of higher educational
concern, credit by examination and its companion practice, advanced
placement, can no longer be given low priority by college faculty and
administrative officials. There is an increasing societal awareness of
the value of credit by examination on the part of students, parents,
secondary teachers, officials of state college systems. and legislators.
This heightened off-eampus consciousness requires action or reaction
on the campus’ (Haag, 19756, p. . ‘

New ways of teaching and learning, fitting higher education into many
life-stvles, meeting more diverse educational needs, will require new
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methodologies in education. ““Developmental education” or learning by
diagnosis and prescription is definitely in the short-range future of
many students and institutions. Diagnosis will include: present abili-
ties, special aptitudes. cognitive styles. learning strategies most suited.
Prescriptions will include: plans of instruction, methodologies, teachers,
field placements.

Growing out of our concern for recurrent and continuing education
is a dynamic concept of life-Jong learning. Because of our current pre-
occupation with self-fulfillment and expansion of consciousness, people
will be constantly dipping in and out of the system for rejuvenation,
seeking the *‘good life.”” Alumni institutes and vacations on campus
are activities that exemplify the heightened interest in life-long learn-
ing. With the growing complexity of tlic modern world, continued learn-
ing may be necessary. -

The delivery of educational services is changing. The geography and
scheduling of education traditionally have been designed to meet the
demands of a student population that was young enough, unencum-
bered enough, and wealthy enough to gather together in rather isolated
locations- -the pastoral setting—to devote long periods of time ex-
clusively to the acquisition of knowledge and skills. Such arrangements
no longer meéet the needs for many students and are therefore un-
economic for many schools. Urban schools, community colieges, satel-
lite annexes and branches of major institutions, these and similar ar-
rangements are changing the geography of education. *“‘Feeder systems’
similer to those deseribed for health care are developing in education.
Junior colleges and vocational and technical institutions are feeding
students into upper-division universities and colleges either with a
mission solely devoted to that purpose or as a part of planned student
articulatisn between institutions.

The pr.portionate sizes (in terms of enrollment) of the parts of the
system of hiyher education will surely change in the coming decade.
The v chr . ui-vocational sector is showing phenomenal growth. At the
' s egree level, although enrollments are still increasing, the
v o /b has slowed down. Graduate schools are showing a slight
growil. .rrentlv, and many professional schools are finding it necessary
to limit enrollnents.

Institutional services, curriculum requirements, and methods of
teaching and learning will continue to become more diversified, tending
toward increase:? flexibility and autonomy for the learner, Education
will be available at more times and places: by television to out-reach
arcas, by telephone, hy videotape, by traveling scholar. Self-paced
learning will be available in more diverse content areas and will use

-114.
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such strategies as computer-assisted instruetion, autotutorial teaching.
modules and mini-courses. contract learning, mastery learning.

Fducation will become more systematized: State-wide planning
groups will gain more influence and interinstitutional eooperation and
collaboration will become more common, as will consortia, articulation
and other cooperative endeavors. .

The culture appears to be moving in the direction of a “learning
society” encompassing reciprocal learning-teaching arrangements. Re-
current education will be built into the system. .

Professional education will continue to increase in importance. The
body of knowledge will change to include: increased information con-
cerning socio-cuttural processes and techniques for working with people,
more qualitative methods and research, 2 changing meaning of profes-
sionalism. Professional programs are also likely to be shortened and
evaluation by competency-hused clinical requirements may become
frequent.
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Postscript: Beyond Theory

The assumptions wpon which the seminar agreed about health care and
higher education point clearly to changes in traditional ways of doing

_things. Once the assumptions were in place, nursing roles could be distinctly

envisaged and educational tmplications derived.

Having developed a viable role structure for nursing and projected ap-
propriate educaticnal patterns, it remained for the seminar to frame the
ten broad recommendations which follow, and t- lisseminate the fiidings
and recommendations as widely as possible.

Dissemination, however, is nol enough. All those asscciated with the
Nursing Curriculum project feel strongly that, while the findings and rec-
ommendations speak to the important issues, the curricular innovations
irolved need trial and testing. Changes in the mechanisms for health care
delivery are demanding that more attention be given to educating nurses for
roles that are expanding and diversifying. The profession ts particularly
lacking in personnel prepared to function in primary health care settings;
ways must be found to expedite the institutionalization of this role inio
nursing curricida. At a time when more 1s being expected in knowledge
and services, nursing 1s deficient in persons prepared to provide leadership
—administrators, clinical specialists, nurse practitioners, nurse researchers.
Other problems and questions are also acute: articulation between programs,
the sharing of resources. interdisciplinary efforts and collaboration, clinical
competencies for nursing faculty, continuing education, the need for flexible,
open curricular designs and teaching strategies.

Demonstration and tmplementation of the project’s 1deas will enable
nursing to assess the potential of the proposals put forth in this volume.
The Nursing Curriculum project believes that its findings and recommenda-~
tions hold muck promise for magnifying nursing’s contribution to. the
health care of people.

FINAL RECOMMENDATIONS*

1. The practice of nursing at all levels 1s based on a body of knowledge
that has at its center a set of competencies that are universally recognized as
necessary to the provision of secondary care. This base of nursing, this set
of competencies, should be further defined and developed.

2. The knowledge that 7s fundamental to each more advanced level of
nursing practice 1s based on sets of competencies, each of which is charac-
teristic of its own level and builds on the base of secondary care. The body

*See volume 5 of this series for an account of the process by which recommenda-
tions were developed and the rationale underlying each.

117

1i8



O

ERIC

Aruitoxt provided by Eic:

of knowledge cxpands at each more advanced level of n ursing practice and
includes the different sets of common competencies necessary to the provi-
ston of primary. secondary. and tertiary care. The body of knowledge, these
sets of competencies, should be further defined and developed.

3. A system of nursing education should be designed and developed to
prepare graduales for different levels and types of nursing practice, a sys-
tem that reflects the strictore of nursing inowledge as described in recom-
mendations | and 2.

4. The associate degree curriculum should be focused on the preparation
of graduates to give secondary care.

5. The baccalaureate curriculum should be focused on the preparation
of graduates to give not only secondary care at the beginning level, but also
primary care al the beginning level and --at the student’s choice—either
primary care at an advanced level. secondary care al an advanced level, or
tertiary care at a beginning level. _

6. The graduate curriculum should be focused on the preparation. of
leaders to strengthen nursing’s contribution to health care; therefore, gradu-
ate nursing education should be the first priority of nursing education for
at least the next decade. To this end. graduate programs should be prepared
lo strengthen quality. expand curricular offerings. and increase enrollments.

7. Programs of higher education should incorporate continuing education
as part of their regular structure, according it equitable priority in alloca-
lion of time, attention, and resources, and assigning to it faculty with
academic credentials equal to faculty of other programs.

8. Programs of nursing education at all levels must incorporate flexi-
bility i offerings. requirements, and time-and-place options for study.

9. Programs of nursing education should seek and sustain interinstitu-
tional cooperation in order 1o strengthen educational services and resources.

10. Curricudar structure tn nursing should be interdisciplinary as well
as intradisciplinary. Cooperation and colluboration with other health care
disciplines should be sought actively by nurse educators. Where appropriate,
Joint courses at several levels should be developed and nu rsing faculty should
be given joint appointments in other departments.

118
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Appendix A
Core of Nursing Knowledge

ENTRY LEVEL: CHARACTERISTICS OF PRACTICE
IN SECONDARY CARE

Practice:

i odireeted toward elients who are cxperiencing aeuie or chropie

inesses that are common an’ fefrod and who have beon
identified s being 111 or i onee 0 L e evaluation.
eonsists of processes that are 1o Lon common use, and

directed toward alleviating o Goopnaseadl and wvsvchosocial
health problems, the outeomes of which are wsually predictable,

includes making nursing Judgmenss on seientifie knowdedge that
1= specifie and factual

s coneerned with freuvichads Tas s civen within the context of
the family and the conpmunit v,

wsounder the Teawdership of o more sxperienced =1l worker, o
veneralist clinteian, or w elniead soecialist.

ENTRY LEVEL COMPETENCIFS: GENFERALIST CLINICIAN

In addition to secondary carc competence ot the bemnning level, the

generalist chinleian possesses beginning competenelos 3 primury care

tdeseribied bhelows, plus othiey comipetenees n an area of coreentrated”
sty

it

Primary Care: Level |

Practicn:

120

wa Hrected townnd providing weropees Tor bendts madntenuoee amd

headth promotion

toward interpreting health for s hivnduads cond yroups within
the context of their soctooaltarad mibien, ‘

vernrd developing goals with ol thar are relat

norinal stresses of dialy Jiving,

townnd trenting or moritoring cher s onving selected minar

puathological conditions,
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Special Interost Areas: Common Competencies

Priactice:

1+ based on o brond rangns of principles and coneepts drawn from
wovariety of basie and applied natural and behavioral seiences,

mmeludes making nursing judaments based on the analvsis of nu-
merous variables and the predicdon of future chinical events,

includes the apphication of elinical research to deeision-making.

i= bosed o ehinteal deetstons made from the integration of knowl-
edize of blophyvsteal and psyehosocial cues with the recognition of
their implications,

15 directed toward providing leadership in the management of care
for groups of clients as well as those personnel assigned to provide
that care.

18 directed toward developing eollaborative relationships with other
health workers providing other kinds of care and serviees to
civnts.

is mere self-direetive, bt the nurse recognizes the need to seek
additionad information and consultation from peers or higher-level
practtoners.

ENTRY LEVEL. COMPETENCIES: SPEC)ALIST CLINICIAN

The pracdee of the specialist clinician is dire~1 1 toward the care of
chients presenung multivariant problems that are complex and involve
multiple svstem analysis. This nurse will be a comprehensive generalist
to some and a specialist to others, 2 model of expertness, a staff co-
sultant and edueator, a role model, an experiential teacher, a primar:
therapist. a consultant. a clinical researcher, and a provider of clinical
hterature. She works with the most complex problems in nursing, pos-
sesses advanced elinical knowledge, improves her own practice, gives
and demonstrates care, and plans and supervises stafl education. She
assists In establishing standards of eare.

Practice:

—is directed teward the care of clients preseniing complex problems

involving multiple svstem analvsis and solutions.

1= speciahized in a purticular clinieal category (based on either the
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medical or nursing maodely and independent corsing serviees may
he provided in that specialty.

consists of processes--

- ~that are focused on analyzing the interaction between models,
concepts. theories and the clinical data base,

that reflect refined eclinical abilities needed to: (a) give and
demonstrate care, (b) design and plan nursing care, (¢) in-
tervene by preventive, palliative, supportive, and therapeutic
measures, (d) modify and adjust plan.

-ineludes making nursing judgments based on a synthesis of con-
cepts. principles, models, and theories to solve complex problems;
and making independent decisions to analyze presenting and con-
tinuing biophysical and psychosorial cues and weight them in
relation to probable remedies and palliative measures.

-is interdependent but largely self-directed.

includdes utilization of clinical research and collaboration in the
research process.

PROJECTED ROLE EXPECTATIONS FOR
THE CLINICAL SPECIALIST

Practice:

-8 directed toward advancing nursing knowledge and theoretical
understanding by-—

—using u theoretical matrix to formulate concepts for clinical
work and research;

--contributing to the body of nursing knowledge through re-
search and practice by—

identifying problem arcas for study and investigation;
posseasing well-developed problem-solving abilities and a
mastery of methods to analyze problems,

. «ing judgments, based on a synthesis of concepts,
principles, models, theories, to solve complex problems,

~developing innovations in practice based on emerging
new knowledge, .

—evaluating outcomes of nursing intervention,

—
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- -keeping current with the nursing and health care liter-
ature.

-~ is focused on using intellectual, technical, and human competencies
that are expert hy—

-- possessing first-hand knowledge of the pathology deslt with;
- heing a nurse therapist and expert practitioner;

possessing refined clinical skills and (L\slstmg others to de-
velop high-level performances hy—

giving and demonstrating care,

-—teaching,
-designing, diagnosing needs, and planning nursing care,
modifying and adjusting that plan,

intervening in the client’s health-illness process using
preventive, palliative, supportive, and therapeutic mea- -
sures.

~is interdependent but largely self-directed; practitioner is—
—-consultant, .
~role model to other nurses,
—-role alter to physieian in hospitals,

patient advocate in hospital setting and follows client to home
- and return to clinie.

—is directed toward expecting change, seeking out change, innovat-
ing and initiating change, and possessing freedom.-to explore own
functions.

—Iis often directed toward coordinating the total health care plan
for the client.

PROJECTED ROLE EXPECTATIONS FOR THE NURSE
PRACTITIONER

Practice consists of : \
—assessing the health-illness status of clients by—
--securing and recording a complete health history and eritically

evaluating findings;
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—assessing individual and family health needs.

—performing a complete physical examination using the techniques
of observation, inspection, auscultation, palpation, percussion, and
communication.

—developing a differential diagnosis by diseriminating between
normal and abnormal findings in health history and physical as-
sessment.

—-performing selected diagnostic tests and procedures.

—reaching a specific diagnosis and deciding which clients can be
served by the nurse and which clients are to be referred to others.

—prescribing a plan of care.

——monitoring client’s health under plan prescribed:
—common medical problems,
——stable phases of chronic illness,
—uncomplicated ante and post partum care,
—care of minor accidents to include sutﬁring.

—counseling and teaching client and family.

—acting independently in meeting health needs through anticipatory
guidance and relevant health teaching.

—recognizing forces and resources in a given community that assist
or inhibit individuals and families in coping with their ongoing
health-illness problems.

—identifying social and psychological factors inherent in health-
illness situations. ‘

——coordinating health management.
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Appendix B

Expanded Role Programs in Nursing in the Southern Region

*In Birmingham

Arkansas
University of Arkansas

Florida
Univessity of Florida

University of Miami

Georgia
Emory University

Kentucky
University of Kentucky

18 W"‘\S.
Training Program for Nurse 9 mos.
Practitioners
Nurse Practitioner for Adult 6 mos.
Care
Family Nurse Practitioner 10 mos,
Nurse Practitioner in Adult 5 mos.
Health
Nurse-Midwifery 12 mos.

CERT,/
STATE/INSTITUTION PROGRAM LENGTH  DEGREE DIRECTOR
Alabama
.University of Alabama  Pediatric Nurse Practitioner 24, C  Ms. lsobel H. Thorp

Associate Professor
School of Nursing

G Dr.Elois R, Field, Dean
Schoo! of Nursing

C  Dr. Amanda S. Baker, Coordina-
tor, Continuing Educatian
College of Nursing
C Mrs. Louisa M. Murray
Associate Professor
School of Nursing

C Ms. Mary Hall
Associate Professor
School of Nursing

M Ms. Elizabeth Bear
Coordinator
College of Nursing
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v CERT
STATE/INSTITUTION PROGRAM ~~ LENGTH  DEGREE DIRECTOR
Louisiana
Northwestern State Medical-Surgica 12 mos. M Dr. Marie DiVicenti, Head
University Masters Program
College of Nursing
Tulane University Family Nurse Program b mos. C Mrs. Edna Treuting, Director
Family Nurse Program 2sem.4+  MPH  Nursing Programs
| 8S School of Public Health
Maryland "
University of Maryland ~ Pediatric Nurse Practitioner 4 mos.+  C  Ms. Frances P. Koonz
8 mos. Director, Continuing Education

School of Nursing

University of Maryland ~ Primary Care Practitioner ~ dmos.+  C  Mrs. Rachel Z. Booth
12 mos. Assistant Professor-
School of Nursing

Mississippi
Mississippi University ~ Family Nurse Clinician Jsem.+ M Dean, School of Nursing
for Women 9
University of Missis- ~ Family Health Nurse Asso- ~ 12mos. € Ms. Linda Pearce
sippi clate School of Nursing
North Carolina | ;
Duke University Family Health Nurse, Family ~ 3sem. . M Dr. Ruby L. Wilson, Dean
Nurse Therapist ~ School of Nursing
., FEastCarolina University  Pediatric Nurse Practitioner ~ 4mos, ~ C  Dr. Mallie Penry
1 School of Nursing

East Carolina University ~ Family Nurse Practitioner 12 mos. M. Dr. Mallie Penry
~‘ School of Nursing
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STATE/INSTITUTION

. CERT,/
PROGRAM LENGTH  DEGREE DIRECTOR

North Carolina (cont.)
Lenair-Rhyne College

UNC--Chape! Hill
UNC-Chapel Hill
UNC—Chapel Hill

UNC~Greenshoro
UNC—~Greenshoro
UNC-Greenshoro

UNG—Charlotte

‘South Carolina

Medical University of
South Carolina

University of South
Carolina

L0

Maternity/Child Health 16 wks. G Dr.Frances Farthing
| Chairman, Nursing Dept.
Cardiovascular Clinical Nurse 6 mos. C - Ms. Laurice Ferris
School of Nursing
Family Nurse Practitioner ~—~ 12mos.  C  Ms, Julia Watking
School of Nursing
Nurse Midwifery bmos.  C M. Sandra Regenie
School of Nursing
Child Health lowks. € Mrs. Marilyn Evans
Instructor
School of Nursing
Youth Health lowks. ~ C  Mrs. Rebecca Taylor
Assistant Professor
School of Nursing
Maternal, Gynecological & 16 wks, C Mrs. Margaret Klemer

Family Planning - Associate Professor
-School of Nursing
Nurse Practitioner 2sem.4+ M Mrs, Vera Smith
10 wks. Director, Continuing Education in
Nursing
Nurse Midwifery 12mos.  CM  Ms. Carmela Cavero

~ College of Nursing

Family Nurse Practitioner | I0mos.  C  Ms. Adelaide Kloepper
| | Professor, College of Nursing
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53 CERT)
o
STATE/INSTITUTION PROGRAM LENGTH  DEGREE DIRECTOR
Tennessee
University of Tennessee-  Adult Health Nurse Practi- ~~ 28wks. ~ C Ms. Pat Brisley
Memphis tioner College of Nursing
University of Tennessee-- Physical lliness Nurse 50wks. M Dr. Mary Marris
Memphis College of Nursing
University of Tennessee- ~ Community Mental Health 50 wks. M Dr. Shirley Burd
Memphis Nurse College of Nursing
University of Tennessee-  Community Family Health ~ 50whs. M Dr. Beverly Bowns
Memphis Nurse College of Nursing
University of Tennessee-  Pediatric Nurse Associate 20 wik. C  Ms.Brenda Mills
Memphis College of Nursing
Vanderbilt University — Family Nurse Clinician 12mes. M DeanNel Getchel
| School of Nursing

Vanderbilt University ~ Primex C.E. Program 12mos. G Ms.Virginia George

. School of Nursing
Texas
Texas Woman's Univer-  Pediatric Nurse Practitioner 11 wks, C Ms. MaryE. Cates, Director
sity Continuing Education

College of Nursing

Texas Woman's Univer ~ Geriatric Nurse Practioner ~ 11wks. ~ C Ms. Mary E. Cates, Director
sity " Continuing Education
1 ‘ | College of Nursing

Texas Woman's Univer-  Family Nurse Clinician 2mes. M Ms. Edith Wright
sity College of Nursing




CERT
STATE/INSTITUTION PROGRAM ENGTH  DEGREE DIRECTOR

R . L RIS Y SR

Texas (cont)

University of Texas FamilQNurse Practitioner ~~ 12mos. € Ms. Ruth Stewart
, School of Nursing at San Antonio

University of Texas Pediatric Nurse Practitioner ~ 4mos. € Ms. Chloe Floyd
Schoal of Nursing (Galveston)
Virginia

University of Virginia ~ Pediatric Nurse Practitioner 4 mos. C  Dr. Barbara Brodie
Schuol of Nursing

University of Virginia ~~ Emergency Nurse Specialist ~ 4mos. G Ms. Denise Geolet
School of Nursing

University of Virginia ~~ Family Nurse Practitioner ~ 12mos. € Ms. Susan Lynch
Medical Center

Virginia Commonwealth ~ Family Nurse Practitioner ~ 1yr/ G Ms. Marjorie Keller
University | 2y1s. M Dr. Martha Borlick
| Schaol of Nursing, MCV
Virginia Commonwealth ~ OB-GYN Nurse Practitioner ~ 6mos. ~ C  Dr. Margaret Spaulding
University Chairman, M-C Nursing
School of Nursing, MCV
West Virginia

West Virginia University  Pediatric Nurse Associate ~ 10mos. € (Phasingout)
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ROSTERS

WORKING GROUPS OF THE SEMINAR
NURSINCG CURRICULUM PROJECT

Kinds of Workers

RacHEL 7. BooTh, Pirector, cory Care and Nurse Practitioner Pro-
gram, School of Nursing, ¢ mversity of Murvland, Baltivore

Rost L. FosTER, Fxeeu . 2 wsistant to the Dean, School of Health
andd Soecial Services. Froo o Internationad Univensity, Miami

GweENDOLINE L MacDoxard, Dean, College of Nursing, University

of ~ooh Flortda, Tampa (Chedrman:

“ABETH MinpiseN, Coordinivtor, Health Occeupations Teacher
on Progran, ?ﬂm\rr;ity ‘of Georgia, Athens
VirGiNta Prnes. Direetor, \‘)i\'isimn of Nursing, South Carolina De-
partment of Health and Iin"imnmt-nt:xl Contrel, Columbia

AMaBLE Spenn, Clinteal Nurs! Practitioner. Frontier Nursing Service,
Hvden, Kentueky

Fyeiys Toses, Dircetor, Dhpeetment of Nursiny Edueation, Meharry
Medieal Collew, Nashville, Tennesse
Conceptual Skills

BARBARA P,im(i)n-‘., Charrman, Maternad ane Childd Health Nursing,
University of Virginky, Chirlottesville

Sinrbey F. Brrbp, Profissor. Psyehiatrie-Mental  <dealth Nursing,
Graduate Fdueation Prooran, Coliege of Nursing,  University of

Tennesses - Memphis

GrEorGreEN Ho DeCrow, Chairmuan, Nursing  Fdueation, Manatee
Junior College, Bradenton, Flomda

VirsInia Govier, Director, Underpraduate Program, School of Nursing,
University of North Caroling at Chapel Hill

Pataicia T. Haase, Ihrector, Nursing Curriculum Project, Southern
Regionat Edueation Board, Atlanta. Georgin (Chatrman)

WyrTIs J. SnowbEeN, Professor, College of Nursing, Northwestern State
Univeersity of fwutsiana, Natehitoches (presently Professor, Graduate
Nursing. [ouisiana Srate University, New Orleans)
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SHIRLEY J. THOMPSON, AssociatePrefessor, School of Nursing, Virginia
Commonwealth University, Richmon

NANCY WILKEY, Assistant Professor, School of Nursing, University of
Marvland, Baltimore (presently Associate Professor. Coppin State
College, Baltimore)

Human Skills

WaLToN CONNELLY, Director, Edueation and Training, Methodist
Hospital, Indianapolis, Indiana

RosEMARY HENRION, Clinieal Specialist, Psychiatrie Division, Vet-
eran’s Administration Center, Biloxi, Mississippi

GayE W. POTEET, Director, School of Nursing, Petersburg General
Hospital, Petersburg, Virginia ’

MARY RERES, Assistant Dean, Graduate Education, School of Nursing,
University of Virginia, Charlottesville

MARY HOWARD SMITH, Associate Director, Nursing Curriculum Project,
Southern Regional Education Board, Atlanta, Georgia (Chairman)

IsoBEL H. THORP, Director, Pediatric Nurse Practitioner Program,
School of Nursing, University of Alabama Medical Center, Bir-
mingham

EpiTH WRIGHT. . Director, Family Nurse Clinician Project, Texas
Woman’s University, Houston -
Functioral Skills

Joy Lyny DoucLas, Director, School of Nursing, Methadist Hespital,
Memphis, Tennessee

SyLviA E. HART, Dean, School of Nursing, University of Tennessee-
Knoxville (Chairman)

GERALDINE LABECKI, Dean, College of Nursing, Clemson University,
Clemson, South Carolina

Kay B. PARTRIDGE, Stafl Assistant to the Director, Department of
Nursing, The Johns Hopkins Hospital, Baltimore (presently Di-
rector, Nursing Education. School of Health Services, The Johns
Hopkins University)
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MARIE L. PIEKARSKI, Coordinator, Program Planning and Develop-
ment, University of Kentucky Community College System, Lexington

GEARLEAN SLACK, Director, Continuing Eduecation, School of Nursing,
West Virginia Medical Center, Morgantown

Naxcy M. STRAND, Director of Nursing, University of Arkansas Medi-
cal Center, Little Rock
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